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Now available 


the new “Roche antituberculous drug 


The new antituberculous compound, Rimifon ‘Roche’, 


is now available. 


Preliminary studies in pulmonary extrapul- 


monary tuberculosis have been very encouraging. How- 


ever, it will take some time until the therapeutic possibili- 


ties and limitations of Rimifon can be fully evaluated, 


At present, Rimifon should be employed together 


with other therapeutic measures, such as bedrest, col- 


| 

lapse therapy and surgery which may be indicated, As 
is true of all antibacterial drugs, Rimifon may oceca- 
| 


sionally give rise to bacterial resistance but its extent 


and clinical significance have not yet been determined, 


For detailed information on the clinical use of Rimifon, 
write to the Professional Service Department of Hoffmann- 


La Roche Ine. 


brand of isoniazid Lhydrazine) 
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HOFFMANN-LA ROCHE INC, 
Roche Park + Nutley 10+ New Jersey 
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Because its barrel is 
clear glass . .. molded to 
fit its plunger instead of 

being ground with abrasives 
... the B-D DYNAFIT 
Hypodermic Syringe offers : 


LESS FRICTION between barre! and 
plunger, reducing syringe-wear. 


LESS EROSION during cleansing and 
sterilization because the protective 
“skin” of the glass barrel has 

not been removed by grinding. 


LESS BREAKAGE because the glass barrel 
has not been weakened by grinding. 


less friction, less erosion, 
and less breakage mean longer 
life and lower cost-in-use. 


SEE THE NEW © syRinGE at your dealer's in 2 cc., 
A 5 cc., and 10 cc. with Luer-Lok 
or Luer Metal Tips. 


B.D. DYNAFIT and LUER-LOK, Trademerts Reg. U.S Pat. OFF 


BECTON, DICKINSON AND COMPANY, RUTHERFORD, N. J. 
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In bacterial diarrheas: 
bacteriostasis — adsorption 
protection 


Streptomagma provides all the essentials for securing prompt and com- 
plete remission of many bacterial diarrheas. To accomplish these ends 
Streptomagma contains: 


@ Streptomycin... “much more effective against the coliform fecal 
flora than the sulfonamides . . . not readily absorbable . . . non- 
irritating to the mucosa’! 


Pectin . . . “various pectins . . . become bactericidal agents in the 
gastrointestinal tract when given together with streptomycin’? 


Kaolin . . . for “tremendous surface and high adsorptive power’? 


Alumina gel . . . itself a potent adsorptive, acts as a suspending 
agent for the kaolin and enhances its action; soothes and protects 
the irritated intestinal mucosa. 


STREPTOMAGMA 


Dihydrostreptomycin sulfate and pectin 


a ee with kaolin in alumina gel 
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Wyeth INCORPORATED, Philadelphia 2, Pa. 
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of Blood Salicylate 


ACTS TWICE AS FAST 
AS ASPIRIN 


The antacids in Bufferin speed its 
pain-relieving ingredients through the 
stomach and into the blood stream. 
Actual chemical determinations show 
that within ten minutes after Bufferin 
is ingested blood salicylate levels are 
higher than those attained by aspirin 
in twice this time.' 


DOES NOT UPSET inns poses 
THE STOMACH ; 


This has been clinically demonstrated 
on hundreds of patients. 


in usual doses 

In a series of 238 cases, 22 had a his- 
tory of gastric distress due to aspirin 
but only one reported any distress 
after taking 2 Bufferin tablets (equiv- 
alent to 10 grains of aspirin).* 


in large doses 

In a recent study group, 1006 patients 
received, over a 24 hour period, 12 
Bufferin tablets (equivalent to 60 
grains of aspirin). Although 72 had 
a history of being sensitive to aspirin, 
only 18 reported any gastric side- 
effect with Bufferin.* 


Oo Tas 1. Effect of Buffering Agents on Absorption of Acetylsalicylic Acid. 
NTAciD J. Am. Pharm. Assoc., Sc. Ed. 39:21, Jan. 1950 


2. Gastric Tolerance for Aspirin and Buffered Aspirin. Ind. Med. 
20:480, Oct. 1951 


mvens > INDICATIONS: Simple headaches, neuralgias, dysmenorrhea, muscular 
> eeu 5 aches and pains, discomfort of colds and minor injuries. Particularly 
: ; useful when gastric hyperacidity is a complication. Useful for relieving 

pain in the treatment of arthritis. 


EACH BUFFERIN TABLET contains 5 grains of acetylsalicylic acid, together 
with optimum amounts of the antacids aluminum glycinate and magne- 
sium carbonate. 


BUFFERIN is a trade-mark of the Bristol-Myers Company. 
Bristol-Myers Co., 19 West 50 St., New York 2C, N, Y. 
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the 

modern 

concept 

in 

menopausal 
therapy. 


relief 
through 
lipotropic-estrogen 
control 


akestite 


& Menotrope tabiets 


INC « MILWAUKEE 1, WISCONSIN 


The menopausal lipotropic, MENOTROPE cor- 
rects the interrelated lipid and estrogenic 
imbalances of the menopause by providing a 
selected group of interrelated lipotropic agents 
esssential to liver function and the utilization 
of estrogens. 


The liver is important in both lipid and estro- 
gen metabolism. Estrogen levels influence lipid 
metabolism and liver function. Therapy with 
MENOTROPE is therefore directed against a com- 
mon physiologic denominator of the disorders 
often seen in menopausal patients. 


Metabolic reorganization with MENOTROPE, 
therefore, provides a fundamentally sound 
therapeutic basis for management of the meno- 
pause and its associated disorders. 


indications 


Menopausal symptoms unresponsive to routine estrogen 
therapy; diabetes or hepatogenic hyperglycemia at the 
menopause; serum lipid disturbances (abnormal phospho- 
lipid/cholesterol ratio) and fatty liver or atherosclerotic 
tendency associated with the menopause. 


menopausal lipotropic 
formula: Bach tablet of meNotRoPE contains Choline Bi- 
tartrate 80.00 mg.; Estrotate (estradiol-3-trimethylacetate) 
0.33 mg.; Folic Acid 0.46 mg.; Vitamin B,, U.S.P. 1.25 mcg. 


JOSAge: One to three tablets daily. 


Packaging: Bottles of 100 tablets. 
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Diabetes 


Anesthesiology 


Pediatrics 
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Diabetes Mellitus 
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With des routine, Gitman and Kaplowitz' obtained 15 live births from 17 women with his- 


NOW AVAILABLE 


for 
NEW des potencies 
massive dosage therapy- 
des 50 mg. micronized diethyl 
stilbestro! tablets 
100 mg. micronized 
stilbestro! tablets 


tories of one abortion — 88%. 


And 3 live births from 3 women with histories of 3 abortions—100%—concluding that des 


is the “drug 6f choice” in these complications of pregnancy. 


Ross2, with similar des routine, brought all of 36 cases of threatened abortion successfully 


to term 100%. He concluded that “des, together with the 
recommended technique of its administration” is “the 
method of choice in the treatment of threatened abortion.” 


Karnaky? by the use of massive des dosage totalling 30 grams obtained living term infants 


from a woman who previously had six abortions — and a 
living infant by using 77 grams of des in a woman who had 
13 previous abortions. 


des 25 milligram tablets — highly micronized, triple crystallized diethylstilbestro! U.S.P. 


(Grant Process) — dissolve within a few seconds and are 
uniformly absorbed into the blood stream. 


des 25 milligram tablets are available in containers of 30 and 100 tablets. 


REFERENCES: 

1. Gitman, L., and Kaplowitz A.: Use of diethylstilbestrol 
in complications of pregnancy. New York State J. Med. 
50:2823: 1950. 

2. Ross, J.S.: Use of diethylstilbestrol in the treatment of 
threatened abortion. N. Nat. M.A. 43:20, 1951. 

3. Karnaky, K.J.: Am. J. Obsts. & Gynec. 58,622. 1949. 


For further information, reprints and samples, write Medical Director 


GRANT CHEMICAL COMPANY, INC. 


95 MADISON AVENUE, NEW YORK 16, NEW YORK 
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CONTRIBUTIONS Exclusive Publication: Articles are accepted for publication with the 
understanding that they are contributed solely to this publication, are of practical value 
to the general practitioner and do not contain references to drugs, synthetic or otherwise, 
except under the following conditions: |. The chemical and not the trade name must be 
used, provided that no obscurity results and scientific purpose is not badly served. 2. 
The substance must not stand disapproved in the American Medical Association's annual 
publication, New and Nonofficial Remedies. When possible, two copies of manuscript 
should be submitted. Drawings or photographs are especially desired and the publishers 
will have half tones or line cuts made without expense to the authors. Reprints will be 
supplied authors below cost. 
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DOSAGE: millionths of a gram 
RESPONSE: millions of red blood cells 


RUB IN 
Bie 


Rubramin supplies vitamin B,,, the most potent anti- 
anemia substance known, in potencies to meet every need: 


15 MICROGRAMS PER lee. 


l ce. ampuls 
30 MICROGRAMS pen 5 ce. vials 
10 ce. vials 


50 MICROGRAMS PER CO. 10 cc. vials 


Rubramin is aqueous, protein and pyrogen free, practi- 
cally painless on injection, safe even for patients allergic 
to parenteral liver, rigidly standardized in vitamin B,, 
activity. 


Also available: Solution Rubramin Crystalline (Squibb Crystalline Vitamin B,, 
Solution) in 1 cc. ampuls, 15 micrograms of crystalline vitamin B,, per ampul, 
and 10 cc, vials, 30 micrograms of crystalline vitamin B,, per ce. 


SQUIBB 


“RUBRAMIN’ (REG. U.S. PAT. OFF.) 1S A TRADEMARK OF & SONS 
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management of 
ATHEROSCLEROSIS 


was regarded as an incurable state . 


Prophylactic and therapeutic 


“Until recently arteriosclerosis 


accumulated evidence refutes 
these fatalistic resignations.” 


GERICAPS 


PATIENTS with coronary artery disease. . 


for families have a history of coronary disease . 


. whose 


.. witha 


predisposition to retinopathy (capillary fragility)... 
who have signs of disturbed cholesterol metabolism 


... who are diabetic, particularly juvenile patients. 


@Lipotropics exert an influence on the 
atherosclerosis process in helping to 
establish a normal phospholipid-chol- 
esterol ratio, favorable to prevention 
or amelioration of atherosclerosis. 


A low cholesterol and fat diet appears 
to reduce or eliminate the large fat or 
cholesterol molecules associated with 
atherosclerosis. Vitamin supplements 
are indicated to compensate for deficits 
in this diet. 


Capillary fault can be corrected with 
adequate rutin and Vitamin C therapy. 
The best results are obtained when 


capillary fragility or permeability is 
corrected before the occurance of 
retinopathy. 


Each capsule supplies 


The true lipotropics( choline and inositol) 
approximately equivalent to one gram— 
choline dihydrogen citrate, rutin and 
Vitamin C in adequate amounts — Vita- 
min A and B Complex factors. 


SHERMAN 


DETROIT 1S, mien. 


tos 
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only 


only gentia-jel offers gentian violet in this new plastic 
single-dose disposable applicator for the daintiest, easiest 
way to apply this specific in pregnancy moniliasis. 


only gentia-jel offers gentian violet in a special wetting, 
acidifying, water-soluble base (polyethylene glycol) which 
permits intimate contact of this antimycotic with Candida 
albicans organisms... killing them quickly. Clinical record 
in pregnancy moniliasis: 93% combined cure and improve- 
ment,“noteworthy” relief from itch, burning, etc.' Safe to use 
until onset of labor. 


only gentia-jel offers gentian violet therapy which can be 
used daily by the patient and doctor...without messiness 
and with minimal staining. Economical, too. 


Aa 


; samples for office or patient use from... 
Westwood Pharmaceuticals 
division of Foster-Milburn Co., Dept. MT 


468 Dewitt St., Buffalo 13, N.Y. 


1. Waters, E. G., and Wager, H. P.: Amer. J. Obstet. & Gyn. 60.885, 1950. 
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the question... 


WHAT SORT OF RESULTS 
HAVE YOU HAD WITH FELSOL? 


AND, 9 OUT OF 10 DOCTORS ANSWERING 


TELL US THEY GET—— good 


FELSOL provides prompt 

antispasmodic, antipyretic, and 

analgesic action in 

symptomatic relief of ASTHMA, With 
HAY FEVER, CHRONIC 


BRONCHITIS, and SPASMODIC F E 


COUGH. 


Ciseno For} AMERICAN FELSOL COMPANY 


THIS NEW 
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Please send me your booklet, BRONCHIAL ALLERGIC 
BOOKLET =: ond “threshold therapy”, ako clinical 
gs samples of FELSOL. 
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appeal 


ORANGE ... flavor, color or odor, appeals to almost every- 
one. 

ORANGE is a characteristic of FLUAGEL Compound Tablets, 
the truly unique antacid and demulcent especially indicated 
in hyperacidity and peptic ulcer. 

FLUAGEL Compound Tablets are orange-colored, orange- 
flavored and have a pungent orange odor. 

FLUAGEL Compound Tablets: Appeal to all tastes... Act 
rapidly ... Prevent acid rebound and alkalosis . . . Reduce irri- 
tation for faster healing ... Form protective film over mucosa 
...Are economical. 

Your peptic ulcer and hyperacid patients will welcome this 
change from the “round, white, peppermint-flavored" regimen. 
Use this different therapy . . . prescribe 


FLUAGEL 


Trademark 


Compound Tablets 
Available in bottles of 100, 500 and 1,000 


Please send me sample of FLU AGEL 
Compound Tablets. 
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76.6% of patients 
preferred 


URAX 


for 


relief 
of 
pruritus 


In a recent study! of 200 cases of itching dermatoses, 76.6% 
of all patients who had had previous experience with 
other antipruritics expressed a move for Eurax Cream. 


In this study, as in previous reports**, Eurax Cream produced 
complete relief of itching in approximately 65 per cent 
of cases, and partial relief in most of the remainder. 


Other favorable features of Eurax Cream that were 
again confirmed include: 


Vv Prolonged effect lasting up to 8 hours or more. 


EURAX... 


Bibliography 


No loss of effect on continued use. 
Virtually complete lack of sensitizing or toxic properties. 


not an antihistaminic or a -caine derivative . . . is indicated 
for prompt, prolonged relief of itch in practically all forms 
of dermatosis including pruritus due to administration 

of antibiotics. 

Eurax Cream* (brand of crotamiton cream) contains 10% 


N-ethyl-o-crotonotoluide in a vanishing-cream base. 
Tubes of 20 Gm. and 60 Gm. and jars of 1 Ib. at your local pharmacy. 


1. Hitch, J. M.: North Carolina M. J. 12-548, 1951. 

2. Peck, S. M.. and Michelfelder, T. J.: New York State J. Med. 50:1934, 1950. 
3. Couperus, M.: J. Invest. Dermat. 13:35, 1949. 

4. Soifer, A.: Quart. Rev. Int. Med. & Dermat. 8:1, 195 

5. Johnson, S. M., and Bringe, J. W.: Arch. Dermat. & Srp. 63 :768, 1951. 
*U.S. Pat. $22,505,681. 


Samples and Reprints on Request 


GEIGY PHARMACEUTICALS 
Division of Geigy Co., Inc. 
220 Church St., New York 13, N. Y. 
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-bulk—combines ISATIN with a prune concent: ate 
and sodium carboxymethylcellulose, forthe 


PRULOSE COMPLEX Liquid is the flavorful 

and extremely palatable constipation 

corrective for all patients, from. 
iatric to geriatric, We 


_PRULOSE COMPLEX Liquid is 
‘in 12 0%. bottles, 


pre ferably after breakfast and efor 
normal elimination 


\ 
f prunes. A synthetic analo ue of the 
and pharmacologieally, Like matyre’s 
safe treatment of functional constipation, 
DOSAGE: | or 2 tablespoonfuls with 


Pet Milk 

keeps 
babies 

growing 


Physicians know there is no better 
or more nutritious milk for babies 
than Pet Evaporated Milk. Because 
infant Pet Milk is complete in all the food 
/ H ible form. And sterilized in its sea 

| feeding container, Pet Milk is always a safe 


milk for babies. 
costs 


Yet Pet Milk, the original evapo- 
rated milk, costs less than any other 
gaia a i form of milk—far less than special 
infant feeding preparations! That's 
= & especially important in these days of 
high living costs... because it means 
that young parents, using Pet Milk, 
can save from $10 to $50 in the 
first year on baby’s food bill alone. 


FAVORED Recommend inexpensive Pet Milk 

FORM OF MILK for the babies in your care. See how 

FOR INFANT this good milk assures all the nutri- 
FORMULA 


ent needed and saves precious 
pennies, too. 


PET MILK COMPANY, 1483-G Arcade Building, St. Louis 1, Missouri 
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The name Schering has come to stand for pioneering 
research and leadership in steroid hormone chemistry. 
Now Schering adds this new important product to its 


steroid line— available in ample amount to meet all 


your cortisone needs. 


Available as 25 mg. tablets. bottles of 30. For complete information 


write to our Medical Service Department. 


CORPORATION-BLOOMFIELD,N.J, 


| ey 
; 
4 
° 


VI-SYNERAL 
ADULTS 


VI-SYNERAL 


INFANTS & CHILDREN (UP TO 6) 


VI-SYNERAL 
CHILDREN & ADOLESCENTS (6 TO 16) 


VI-SYNERAL 
SPECIAL GROUP (MIDDLE.AGED & AGED) 


VI-SYNERAL 
GRAVID 
EXPECTANT & NURSING MOTHERS) 


FIRST AND ORIGINAL MULTIPLE VITAMIN-MINERAL CAPSULES 
Built on the original concepts of Dr. Casimir Funk... 

that vitamins and minerals are nutritionally interrelated .. . that 
deficiencies are multiple and occur simultaneously. 

Only Vi-Syneral supplies 5 different potencies specially 
formulated for 5 different age groups. 


Samples and Literature VITAMIN CORPORATION 
CASIMIR FUNK LABORATORIES, INC. (affiliate 
250 EAST 43rd STREET + NEW YORK 17, N.Y 
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The mentally depressed patient who will neither “fit in” with his surround- 
ings nor cooperate in treatment presents an increasingly wide-spread problem 
in these anxiety-ridden times. ‘Methedrine’, given orally, has a remarkable 


stimulant effect which elevates the patient's mood and produces a sense of 


“WMethedrine’ ..... 


Methamphetamine Hydrochloride, 5 mg. 


well-being. 


COMPRESSED 


Be BURROUGHS WELLCOME & CO. w.s.a) INC. « TUCKAHOE 7, NEW YORK 
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For this critical 
ligation 
“timed-absorption” 
surgical gut 
sutures 

will not digest 
prematurely 


In ligating the cystic duct, the skill of the 
surgcon must be supported by a dependable 
ligature which will not digest prematurely. 
By an exclusive improved process, D & G 
“timed-absorption” surgical gut is accurately 
tanned in graded degrees from the outer sur- 
face inward to assure a logical digestion rate 
Maximum resistance to digestion is assured 
during the critical first 4 days when there is 
least fibrosis. As fibrosis develops and the 
need for artificial support lessens, the rate of 
timed-absorption increases. 


90 hours vs. 30 hours 
Companson ot D & G “timed-absorption” medinm chromic 
surgical gut suture, size O, with non timed-absorption meditimn 
hromic surgical gut suture, size O. Weights are suspended fram 
each in trypsin solution. The weight is held suspended b 
““timed-absorption” surgical gut up to go hours. The non timed 
absorption chromic surgical gut suture has begun to digest and 
breaks under the strain of the weight by 30 hours. (In human 
tissue all chromic sutures are digested more slowly, but the 
ratio between the two types remains the sume.) 


D & G surgical gut sutures have a special 
matte finish so that knots hold securely. 


“ine Davis & Geck Ine. 
ume oF AMERICAN Ganamid COMPANY 


37 Willoughby St. Brooklva 1, 


Surgeons Agree on D & G 
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“diabetes mellitus 
shows a marked 

familial 

tendency” 


the diabetic family 


Every case of diabetes is a clear indication to test the patient's 
relatives for evidence of the “pronounced inherited susceptibility 
to the development of the clinical form of the disease.”! Early 
diagnosis makes possible the early control and continuous treat- 
ment that are “of the greatest importance in reducing the incidence 
and severity of degenerative complications.”*? 


diabetes in children 


Testing for diabetes is especially indicated in children and youthful 
Members of diabetic families, since “the age at onset is earlier in 
those cases with positive family histories of diabetes.”' Prompt 
control is a significant factor in postponing or preventing vascular 
complications — now responsible for more deaths and debility than 
all other causes in patients with onset of diabetes early in life.? 


CLINITEST 


for urine-sugar detection 


Detection of urine-sugar 1s simple, reliable and rapid with 
Clinitest (Brand) Reagent Tablets. The results are directly 
read. No external heating is needed. Clinitest is excellent for 
office and clinic, and for diabetic patients. 


1. Watson, E. M., and Thompson, M. W 
Am. J. Digest. Dis. 78 : 326, 1951. 


ELKHART, 2. Wilson, J. L.; Root, H. F., and Marble, 
M INDIANA A.: 14721826 (Dec. 18) 1981 
Ames Company of 


COMPANY, INC. Canada, Ltd... Torome 
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A vagal blocking agent 
for peptic ulcer 

with LOW incidence 

of SIDE EFFECTS 


PRANTAL” methylsulfate (diphen- 
methanil methylsulfate) is an 
effective anticholinergic agent 
for treatment of peptic ulcer. 
Pain, pyrosis, nausea, and other 
symptoms of this syndrome are 


rapidly relieved. Troublesome 


| side effects seldom occur. ; 
*T.M. Tablets 100 mg. q. 6h. 
Aetiity CORPORATION A N TA 
BLOOMFIELD, N. J. a 

In Canada: Schering Corporation, Ltd., Montreal, Que. methylsulfate i 
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GRATIFYING RELIEF 


In Urinary Tract Infections 


PYRIDIUM acts promptly through safe, local anal- 
gesia to alleviate the irritated urogenital mucosa 
of patients suffering from cystitis, prostatitis, 
urethritis, or pyelonephritis. 


PYRIDIUM may be administered in conjunction with 
antibiotics or other specific agents to provide the 
twofold therapeutic approach of symptomatic re- 
lief and anti-infective action. 


Pain and burning 
decreased in of cases .. .* 


Urinary frequency 
relieved in 859 of cases . . 


*As reported by Kirwin, Lowsley, and Menning in 
a study of 118 cases treated for symptomatic relief 
with PyripiumM 


PYRIDIUM 


(Brand of Phenylazo-diamino-pyridine HCl) 


Pyripium is the registered trade-mark of Nepera Chemical 
Co., Inc. for its brand of phenylazo-diamino-pyridine HCI. 
Merck & Co., Inc. sole distributor in the United States. 


MERCK & CO., Inc. 
Manufacturing Chemists 


RAHWAY, NEW JERSEY 


tn Canada: MERCK CO. Limited —-Montreal 


In a matter of minutes... 
: 
a : 
is 


for rapid relief 


of sunburn and itching 


Calamine and Benadryl" Hydroc hloride Lotion 

Antipruritic, soothing, and cooling, CALADRYL quickly relieves 

the distress of itching skin. The antihistaminic-antipruritic action 

of this smooth, creamy lotion provides comfort in sunburn, prickly 

heat, diaper rash, insect bites, poison ivy or poison oak dermatitis, 

urticaria, and minor skin irritations. 


CALADRYL is pleasant to use, easy to apply, and cosmetically 
inconspicuous. It does not stain clothing, does not rub off, and is 


easily removed by rinsing. 


CALADRYL, containing Benadryl Hydrochloride 1 per 
cent in a calamine-type lotion base, is supplied in 
6-ounce bottles, wide-mouthed for easy application. 
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ANALGESIC: OFOZOLE provideSiprompt effec- 
tive pain relief due to the action, of saligenin 
which does inhibit the action ef sulfathia- 
zole and Hords analgesic act without 


masking or discoloring. 


BACTERIOSTATIC: OTOZOLE affords more 
complete bacteriostatic action becaus®, of the 
complefe solubility of the sulfathiazole in its 
unique low viscosity base resulting in Wpotter 
tissu@ diffusion and more complete penetro- 
tion of infected areas by the active tha 
peutic ingredients. 


DEHYDRATING: OTOZOLE is nearly twice 
hygroscopic as dry glycerine making it esp 
lly useful in treating suppurative conditio 
e propylene glycol bose of Otozole not only 
xerts @ stronger hygroscopic effect but b 
use of its low surface tension and viscosi 
ffords oa better penetration. 


Formula 
Sulfathiazole 
Saligenin. . . . . 5% 
In a Propylene Glycol base. 


HART DRUG CORP. — MIAMI, FLA. 


LETTERS 
TO THE EDITOR 


This department is offered as an Open Forum 
for the discussion of topical medical issues. All 
letters must be signed. However, to protect the 
identity of writers, who are invited to comment 
on controversial subjects, names will be omitted 
when requested. 


Circumcision 


“I have read with interest the article 
on Circumcision in a recent issue of the 
Mepicat Times. The clamps mentioned 
have been on the market a long time, 
particularly the Gomco. 

“I believe my Lemblay clamp is the 
newest and best clamp on the market 
today. It is smaller, easier to handle: 
eliminates unnecessary instruments, such 
as mosquito hemostats to hold the fore- 
skin; the spring clip holds the prepuce 
and the ring, when pulled down, prevents 
any slipping and holds the prepuce 
through the end of the operation. Also 
the sizes are interchangeable, no need for 
a different base with each size. Has been 
on the market since the end of the last 
war, available at most wholesale houses, 
and proven satisfactory.” 

Robert E. Blais, M.D. 


Amesbury, Mass. 


Fills Need In Absence of 
Local Library 
“Your 
comprehensive, yet easy reading—give us 
what we need as we have no local library 
or other source for research investigation. 
“These, with the journal, are a very 
helpful time-saving service.” 
C. M. Pierce, M.D. 
Chadron, Neb. 


Continued on page 40a 


refresher articles — thorough, 


MEDICAL TIMES 


— 
i oy 
THE RATIONAL EAR DROP = 
for Furunculos 
Acute Otit ia 
Otitis Externa 
Aural Dermatomycosis 
Suppurgtive Otifis Media 
| | 
| 
\ctozote, | 
32a 


as important as pelvimetry 


“*... frequent and accurate supervision of 
maternal nutrition is of equal or greater 
importance than of any other prenatal serv- 
ice including taking the blood pressure and 
examination of the urine.” 


The investigations of Van Wyck? demonstrate that it is the urgent 
and immediate duty of every physician to prescribe a sensible, 
accurate dietetic routine for the OB patient, since control of diet 
to limit weight gain is a most important feature in prenatal care. 


Even when the diet is restricted to limit weight gain during preg- 
nancy, OBRON—with8 Vitamins, 1] Minerals,and Trace elements 
—helps safeguard the OB patient against nutritional deficiencies. 


1. Tompkins, W. T., cited by Allen, FE. D.: The Increased Demands of the Maternal 


Organism by Pregnancy, Chicago M. Soc. Bull. 2-832 (Apr. 8) 1950, p. 


2. Van Wyck, H. B.: Recent Advances in Obstetrics of Interest to the General 
Practitioner, Canad. M.A.J. 62 109 (Feb.) 1950 


Each Capsule Contains 


Dicalcium Phos. Anhydrous*........ 


Ferrous Sulfate U.S.P.............. 64.8 mg 
5,000 U.S.P. Units 
. 400 U.S.P. Units 
Thiamine Hydrochloride. . 
Pyridoxine Hydrochlonde 


Ascorbic Acid....... 


Manganese... . . 0.33 mg 
Magnesium...... 


Phosphate Dihydrate 
Available at all Pharmacie: 


Sde LOGE SHORT Curcace 


J. B. ROERIG AND COMPANY, 


§ 
Niacinamide.... meg 
Calcium Pantothen 7 
CobeR........ 
Copper....... 
lodine 
Molybdenum......... 0.07 mg 
“Equivalent t 


on of boric 


NO BORIC ACIO/ 


a 


CHLORIDE 


BACTERICIDAL WATER-MISCIBLE SAPE*? 


The ever-present possibility of boric acid poisoning by 
transcutaneous absorption, when the skin is broken, indi- 
cotes the physician’s and nurse’s need of making sure to 
recommend to every mother o “diaper rash” dusting 
powder and ointment containing no boric acid. 

& S “Notes trom The Office of the Crvel Medico! Lxomner,” Bainmore, Md, April, 19S! 


2 Benson, & A. et ol. “The Treatment of Ammonio Dermatitis with Dioporene,” J. Ped. 341-49, Jon, 1949 
Niedelmen, M et el: "Ammonia Dermatitis, Treatment with Dioporene Chloride Ointment,” J Ped. 37 5-762, Now, 1950, 
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not 
just 
symptomatic 
relief 


MUCINOID 


tablets + powder 


in peptic ulcer... 


provides Chlorophyll for the repair of affected tissues 


The ability of CHLORESIUM Chlorophyll to promote the healing of 
external ulcerative lesions has been well established; recent investiga- 
tions! indicate that it is equally effective in the management of internal 
lesions. The water-soluble chlorophyll derivatives in CHLORESIUM 
MUCINOID are combined with antacids in a mucin-like base to provide: 


prolon ed protective coating 


CHLORESIUM’s specially prepared, mucilaginous okra base clings 
tenaciously to affected areas, protecting against erosion and maintain- 
ing the active agent, chlorophyll, in prolonged contact with the lesion. 


ompt antaci la 


CHLORESIUM’s magnesium trisilicate and aluminum hydroxide pro- 
vide prompt, sustained antacid action without undesirable side effects. 


lin { afl 


areas 


CHLORESIUM’s water-soluble chlorophyll promotes healing by a direct 
reparative action on affected tissues. 

CHLORESIUM MUCINOID is supplied in bottles of 50 and 200 tablets. 
and in boxes of 50 powders. 


*formerly distributed under the name ““CHLORESIUM PowDER.” 
1. Offenkrantz, W C.: Rev. Gastroenterol. 17 :359, 1950 


RYSTAN COMPANY, INC., Mt. Vernon, N. ¥. 
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HIGHEST OF OUR FACULTIES.” 


JELLY WITH 
DIAPHRAGM 
or 
JELLY ALONE 


DOCTOR, YOU SELECT THE TECHNIQUE! Because of the 
authority of medical opinion throughout the years, it is our 
basic belief that the ideal method of preventing conception 
is the use of a diaphragm in conjunction with eiiher jelly or 
cream. Under certain circumstances where diaphro«ms aie 
not advised, physicians sometimes find it necessary to recom- 
mend the use of jelly or cream alone. Nevertheless, our 
philosophy is that the final decision of the individual patient's 
requirements must rest with the doctor. For patients’ safety 
and confidence, the Koromex Dicphragm and Koromex 
Jelly or Cream mean consistently effective contraception. 


ACTIVE INGREDIENTS, BORIC ACID 
2.0% OXVOUINOLIN BENZOATE 0.02% 
AND PHENYL MERCURIC ACETATEO 02% 
IN SUITABLE JELLY OR CREAM BASES 


> 
> 
° 


 KOROMEX 
° 


A CHOICE OF PHYSICIANS 


HOLLAND-RANTOS COMPANY, INC, © 145 HUDSON ST., NEW YORK 13,.N. ¥. MERLE &. YOUNGS, PRESIDENT 
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is now possible 


FOR LARGE DOSAGE 
OF ASPIRIN... 


THE FIRST CLINICALLY PROVEN 
ENTERIC-COATED ASPIRIN 


ASTERIC 


| ASTERIC om (5 gr. enteric-coated Aspirin) Allows Greater Dosages— 
40, 50, 60, 70 or more grains daily as required where 
gastric distress and other irritating symptoms resulting from 
high dosages of plain aspirin tablets are contraindicated. 


fl is indicated in the treatment of certain rheumatic disorders 
requiring maximal dosage of aspirin over long periods. 
“Enteric-coated aspirin (ASTERIC) has on analgesic effect 
equol to that of regular aspirin and the onset of its action 
is only slightly delayed.” Clinically it was shown thot equal 

blood levels were obtained.* 


| ASTERIC em (5 gr. enteric-coated Aspirin) will be found beneficial for 
those patients suffering from hemorrhagic gastritis resulting 
from the irritating effects of plain aspirin and for cases of 
peptic ulcer which require acetylsalicylic acid therapy. 


| ASTERIC © (5 gr. enteric-coated marbleized tablets) supplied in bottles 
of 100 and 1000. 


For samples—just send your B blank marked MT-752 


*Tolkov, R. H., Ropes, M. W.. and Bauer, W.: The Value of 
Enteric Coated Aspirin. N.E.J. Med. 242,19 (Jon. 5) 1950. 


BREWER & COMPANY, INC. 
WORCESTER 8, MASSACHUSETTS U.S.A. 
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Acid Control in Peptic Ulcer 
... WITHOUT CONSTIPATION 


Modern antacid therapy with alu- 


mina gel is usually successful. But im 
many cases constipation ensues. 

Then vou have the incongruous sit- 
uation of the patient dosing himself 
daily with laxatives in addition to his 
regular alumina gel intake. 

You can help nearly every patient 
avoid this disturbance by prescribing 
Gelusil. Unlike most alumina gel prep- 
arations, it is singularly free of consti- 


pating action.’ Gelusil embodies a 


unique form of non-reactive aluminum 
hvdroxide gel combined with magnesi- 
um trisilicate. It helps control gastric 
hyperacidity without causing consti- 
pation. 

Prescribe Gelusil in liquid or tab- 
lets. Bottles of 6 or 12 0z.; boxes of 50 
or 100 tablets, 


1. Selew, S. A.: Am. J. Dig. Dis. 13:238 (Julu) 1948. 
2. Rossien, A. X.: Rev. of Gastroenterol, 16 234-52 
(Jan) 194%. 3. Rossien, A. X. and Victor, A. W.: 
Am. J. Dig. Dis, 14:226-229 (July) 1947. 4. Batter- 
man, and Ehrenufeld, 1.: Gastroenterol. 9:141 


Gelusil 


THE NON-CONSTIPATING ANTACID ADSORBENT 


WILLIAM R. WARNER 


DIVISION OF WARNER-HUDNUT, INC. 
NEW YORK 11, N. Y. 


: 
4 ] 
| 


For Hypertension 


Plus [0DINE! 


(organically bound) * 


ORGAPHEN 


Elixir Organidin® and Phenobarbital 


lodine administered orally (as ORGANIDIN")* has been 
shown experimentally to potentiate the hypnotic effect of 
phenobarbital. (Krantz, J. C., and Fassel, M. J.: J. A. Ph. A. 
40:511, 1941). This finding suggests that in treatment of 
hypertension concurrent administration of organically 
bound iodine 
Means Less Phenobarbital For the Person “On Edge.” 


ORGAPHEN", Wampole’s unique elixir of organically 
bound iodine and phenobarbital, includes only 12 mg. 
(1/5 grain) of phenobarbital in each 4-cc. teaspoonful (the 
official elixir contains 20% more phenobarbital). Definite 
clinical potentiation of the phenobarbital sedation by the 
organically bound iodine has been observed following 
administration of ORGAPHEN, equivalent in effect to about 
twice the amount of phenobarbital alone. Thus relatively 
little phenobarbital produces adequate sedation when 
ORGAPHEN is administered. ORGAPHEN is supplied in pint 
bottles. Samples and literature on request. 


*ORGANIDIN provides iodine (2.5 Gm. per 100 cc.) organically 
combined with glycerin. 


°° PHILADELPHIA 23. PA. 


HENRY K. WAMPOLE & CO. 
INCORPORATED 
MANUFACTURING 


PHARMACISTS 87 2 


Sedation... | 


> VALOCTIN < 
SEDO-SPASMOLYTIC 


tension and migraine headaches 
spastic dysmenorrhea, spasms 
of gastro-intestinal, biliary and 
genito-urinary tracts, with ac- 
companying nervousness. 


I} Valoctin tablets 5 grains, 
each containing | gr. Octin 
mucate and 4 grs. Bromural. 
DOSE: | or 2 tablets at onset 
of distress. Another tablet after 
4 hours if necessary. 


VALOCTIN ® F. Bilhuber, Inc 


BILHUBER-KNOLL CORP. 
ORANGE, NEW JERSEY 


LETTERS TO THE EDITO 


Concluded fror 


Files for Future Reference 


“I read the Mepicat Times thoroughly 
and have culled many of its articles for 
my files for future references. I usually 
turn first to vour Special Article —these 
are excellent summarizations.” 

Huntley Cate. M.D. 
Washington, 


Journal and Reprints Valuable 


“My younger associate and myself find 


| your journal of much value to us in our 
| general practice. As is the case with so 
many practitioners, we have little time to 


pore through journals, extracting the meat 
that is of value to us. Your staff does just 
that very thing thoroughly. 

“The reprints you send along we file 
away for frequent reference. The one on 
‘Low Back Pain’ we thought was especial- 
ly worthwhile. We hope that more will 
be forthcoming in the near future. 

“We look forward to many more issues 
of your very excellent journal.” 

Elmer S. Bagnall. M.D. 
Groveland, Mass. 


“Thank you very much for the reprint 
‘Low Back Pain’ as printed in the Novem- 
ber and December issues of Mepicat 
Times. Such condensation of the volumin- 
ous literature on this subject is much ap- 
preciated. 

“The extensive bibliography makes it 
easily possible for anyone to obtain and 
read any of the original papers that he 
desires. The bibliography in itself is valu- 
able information to have. 

“T trust that you will continue to do this 
type of medical writing and that you will 
place me on your mailing list for all of 
the reprints as soon as they are available.” 

Carl. D. Neidhold, M.D. 
Appleton, Wis. 
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as an antihistaminic agent 


unsurpassed 


in allergic rhinitis . . 


in urticaria 


in serum sickness 


in angioneurotic edema 


in hay fever 


in drug reactions 


for maximal relief 


with Minimal side effects 


Pyribenzamine hydrochloride 
(brand of tripelennamine hydrochloride) 


Ciba Pharmaceutical Products, Inc., Summit, N. J. 
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through systemic rehabilitation 


Abolition of pain. . . restoration of use- 
ful function ...new sense of optimal 
well-being ... and the ultimate return 
to a gainful and useful life, have been 
enjoyed by thousands of chronic arth- 
ritics who adhered to the Darthronol 


Systemic Rehabilitation Program. 


DARTHRONOL—providing the known antiarthritic effects of Vita- 
min D, plus the nutritional actions of 8 additional Vitamins— 
effectively aids in the restoration of function and relief of pain 


in the arthritic, while notably improving general well-being. 


Each capsule contains: 


Vitamin D. 50,000 U.S.P. Units 
Vitamin A. . 5,000 U.S.P. Units 


Vitamin Bs...........0.3 mg. 
Niacinamide..........15 mg. 
Calcium Pantothenate. . .1 mg. 


Mixed Tocopherols 


Available at afl Pharmacie: 


Vitamin C............75 mg. 


J. B. ROERIG AND COMPANY, $36 LAKE SWORE DRIVE, 


CHICAGO Th, 
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INJECTABLE 
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FIRST /NJECTABLE QUINIDINE COMMERCIALLY 
AVAILABLE IN AMERICA 
TRIED - TESTED - DEPENDABLE - STABLE 


For those cases of auricular fibrillation and paroxysmal 
tachycardia where QUINIDINE is indicated and cannot be 
given, or is not effective, orally. 


Administration: \NTRAMUSC ULARLY or if necessary INTRAVENOUSLY 


Auailalle: Quinidine Hydrochloride Injectable (0.6 Gm.) in 5 cc. ampul 
Quinidine Hydrochloride Injectable (0.18 Gm.) in 1's cc. ampul 
REFERENCES: 


Sturnick, M. Riseman, J. E. F.; and Sagati. 
Action of Quinidine in Man: J. A. M. A. 121:917 (March 20) 1943. 
Sagat, €.1.; Horn, C. 0.; and Riseman, J. E. F.: Studies on the Action 
of Quinidine in Man, Arch, Int. Med. 71:460 (April) 1943, 
Armbrust, Chas. A. Jr. and Levine, Samuel A.: Paroxysmal Ventricular 
Tachycardia: A Study of 107 Cases: Circulation, 1; 28-39 (Jan.) 1950. 
Bell, G. 0.; Bradiey, R. B., and Hurxthal, L. M.: Paroxysmal Tachycardia, 
Experiences with Massive Doses of Quinidine intravenously in a Refractory 
Case: Circulation, as 939 (April Part tt) 1950. 
5s. Max S., Gaiston, Bernard K., and Wyant, Gordon M.: Surgical 
and 4 of Cardiac Patients: Post-graduate Medicine: 
10, 98 (Aug.) 1951. 
6. Greentieta, Irving and; Reiss, Joseph: Paroxysmal Ventricular Tachycardia 
Experience with Quinidine Mydrochioride: American Heart Journal 42: 631. 
635 (October) 1951. 


For additional information — just send your R blank marked MT-7 


Also Auailahle 


FOR ORAL ADMINISTRATION 
CD Quinidine ne Sulfate Tablets and Capsules 
(3 gr.) in bottles of 100, 500 & 1000. 


€. t.: Studies on the 


BREWER G&G COMPANY, INC. 


67 UNION STREET WORCESTER 8. MASS. 


(Vol. 80, No. 7) JULY 1952 
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Removes intestinal toxins 


®A palatable suspension of multiple adsorbents 

® Effective in diarrhea of infants, children and adults i 

® Controls the nausea and vomiting of pregnancy 

® Effective in bacterial gastrointestinal toxicity 

® Valuable adjuvant in the treatment of food poisoning, colitis 
and gastroenteritis 


Available: Bottles of 4 and 12 fluidounces. 


8 important advantages for ulcer 
therapy — 


Resinct . . « Gm. 
Homatropine mothylbromide . 
1 Quick relief of ulcer pain a: 
2 Speeds healing of peptic ulcer aE 


3 Attracts and binds both pepsin and hydrochloric acid * 
4 Blocks spasm: relaxes the gastrointestinal tract gs 
5 Coats the crater with a protective film ‘a 
© Does not cause acid rebound, alkalosis, constipation or diarrhea iD 
7 Does not remove chlorides, phosphates, minerals or vitamins eo 
8 Pharmacologically inert ay 


Available: Bottles of 36, 100 and 1,000 tablets. 


‘Biter ture and sompies 
amt Reston Resina Removes sodium—controls edema 
pa? Notrinii 


NATRINIL 


4 To reduce blood pressure in hypertension 

ATo relieve edema in hypertension, congestive heart failure ae 
and cirrhosis 

4 Controls sodium absorption with minimal dietary restrictions 

4 invites patient cooperation by allowing a more palatable diet 

4 Lessens or eliminates the need for diuretics 


Available: Powder, 10 ounce bottles and boxes of 24 indi- 
vidual 10 gram packets. 
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These brief resumes of essentia ntormation on fhe 


newer medicinals, which are not yet sted in the 
various reference books, can be pasted on file card 
and a record kept. This file can be kept by the 
hysician for ready reference 


ACTH, Parke, Davis & Co., Detroit 32, Mich 
For arthritis and other conditions of un 
known etiology. Dose: As determined by 
physician. Sup: In steri-vials of 25 and 40 


units, 


Aminodrox Tablets, the Massengil 
Co., Bristol, Tenn. Oral administration of 
aminophylline in the treatment of conges 
tive heart failure, bronchial asthma, status 
asthmaticus and paroxysmal dyspnea. Dose: 
As indicated. Best results are obtained when 
dosage is adjusted to individual case. Sup: 
n bottles of 100 and 1,000 tablets. 


Apresoline, Cibs Pharmaceutical Prod 


ucts. Inc.. Summit. N. J. An antihyperten 
ve Grug which increases renal Diood flow. 
Dose: As determined by phy an. Sup: Ir 
bottles of 100 tablets: in vials of 10 
(solution). 


Aquasol E Capsules & Aquasol E 
Drops, U. S. Vitamin Corp., New York 17 
N. Y. Capsules—in threatened and habitual 
abortion, fibrositis, the menopause, amyc 


trophic lateral sclerosis. Drops—in selected 
types of peripheral vascular diseases such 
as indolent lea ulcers, stasis ulcers, throm 


bophlebitis, thromboangiitis obliterans, sta 

dermatitis, lupus erythematosus, and for 
adjunct treatment of diabetes. Dose: Thirty 
to 150 ma. daily, or as determined by phy 
sician. Sup: Capsules—in bottles of 100, 500 
and 1,000; Drops—in bottles of 15 cc. and 
60 cc. with dropper. 


Benemid Probenecid, & Dohme. 
Inc., Philadelphia, Pa. Designed to create a 
favorable balance between production and 
excretion of uric acid in the treatment of 
gout. Dose: One tablet daily for | week 
followed by 2 Benemid tablets. (1.0 Gm.) 
daily in divided doses. Dosage should be 
controlled by physician. Sup: In bottles of 
100 tabs. (0.5 Gm.). 
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MODERN MEDICINALS 


B Complex (Fortified), Waiier Lob 
Inc., Mount Vernon, N. Y. In the prophy 
laxis and treatment of multiple vitamin B 
deficiencies, as may result from an inade 
quate or restricted diet, if digestion or 
qastro-intestinal absorption is impaired, or 

requirements are increased as in period: 
of high metabolic activity. Dose: One to 3 
capsules daily, or as determined by physi 
cian. Sup: In bottles of 100 and 1,000 tab 
lets. 


Bristamin Lotion, Labs. Inc.. Syre 
cuse, N. Y. Antihistaminic, aatipruritic for 
immediate symptomatic relief of pruritus 
and dermatoses of allergic and non-allergic 
nature. Dose: As determined by physician. 
Sup: In bottles of 6 fl. oz. 


Butazolidin, Geigy Pharmaceuticals, New 
York 13 N.Y. A pyrazol ne derivat ve en 
tirely unrelated to the steroid hormone 
for the treatment of arthritis and allied dis 
orders. Dose: As determined by physician 
Sup: In ora! tablets of 100 mg. in bottle 
f 100, 25 and 1,000 tablets and in ora 
tablets of 200 ma. in bottles of 50, 250 and 
1.000 tablets. 


Cortisone Acetate, 25 mg. C.T., 
The Upjohn Co., Kalamazoo, Mich. Cort 
one influences carbohydrate and protein 
metabolism and electrolyte balance, and is 
capable of maintaining life in adrenal in 
sufficiency. Is effective in causing remission 
in the symptoms of rheumatoid arthritis, is 
used in the treatment of acute rheumatic 
fever, allergic diseases such as asthma, Ad 
dison's disease and inflammatory eye 
diseases. Dose: As determined by physician. 
Sup: In bottles of 20 tablets. 


Cortrophin, Organon, Inc., Orange, N. J. 
In the treatment of al! stressful conditions 
which respond to ACTH therapy: such con- 
ditions as shock, coma, allergic reactions 
inflammatory skin and eye diseases, collagen 
diseases, and ulcerative colitis. Dose: As de- 
termined by physician. Sup: As a dry 
powder packaged with a 5 cc. vial of sol- 
vent—in vials of 25 U.S.P. units and 40 
U.S.P. units. 
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Prelude to asthma? 


not necessarily 


Tedral, taken at first sign of attack, often fore- 


stalls severe symptoms. 


in 15 minutes ...Tedral brings symptomatic 
relief with a definite increase in vital capacity. 
Breathing becomes easier as Tedral relaxes 
smooth muscle, reduces tissue edema, provides 


mild sedation. 


for 4 full hours .. .Tedral maintains more 
normal respiration for a sustained period—not 
just a momentary pause in the attack. 


Prompt and prolonged relief with 
Tedral can be initiated any time, day or night, 
whenever needed without fear of incapacitat- 
ing side effects. 

Tedral provides: 

theophylline 

ephedrine 

phenobarbital 

in boxes of 24, 120 and 1000 tablets 


L ¢ So ale ralorced, MORRIS PLAINS, NEW JERSEY 


FORMER 


‘ 
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Crystar, Armour Labs., Inc., Chicago, Ill. 
A "“child-proof" form of aspirin. Dose: As 
determined by physician. Sup: In packets 
which contain one grain, 24 packets to a 


box. 


Donaseda Elixir and Donaseda 


Tablets, jves-Cameron Co., Inc., New York 
16, N. Y. In spastic conditions in the gas- 
tro-intestinal, biliary, genito-urinary, and 
bronchial tracts: for the management of the 
“circling syndrome’ of nervous tension 
nutritional debility and painful smooth 
muscle spasm. Dose: As determined by phy 
sician. Sup: Elixir, in bottles of 16 o2.; tab 
ets in bottles of 100 tablets. 


Dormison Liquid, Schering Corp., Bloom- 
field, N. J. New dosage form, sedative. 
Dose: Ae determined by physician. Sup: In 
bottles of 16 oz. 


Furacin Nasal Plain, Labs. Inc. 

Norwich, N. Y. Especially designed for in 
jection into the nasal sinuses in treating 
sinusitis. Dose: As determined by physician. 
Sup: In | fl. oz. dropper bottles with slip 
abels, 12 per carton. 


Geratose, |. Patch Co., Boston 80, Mas 
For the prevention and treatment of hYper 
cholesterolemia, atheroscierosis ver dgam- 
age and in ther onditions where lipo 
tropic and nutritional factors may be bene 
ficial. Dose: Eight to 10 capsules per day 

as prescribed by physician. Sup: !n bot 
tles of 100 and 500 capsules. 


Immune Serum Globulin (Human), 
Lederle Labs., New York 20, N. Y. For the 
modification or prevention of measles. Dose: 
Administered subcutaneously r intramu 
ularly, should be given 6 to 8 days after 
nitial exposure. Sup: Now available in IC 
cc. vials as well as 2 cc. via 


Marvite-MRT, Marvin R. Thompson, Inc., 
Stamford, Conn. Aqueous multivitamin ther- 
apeutic capsules. Dose: As determined by 
physician. Sup: In bottles of 30, 100 and 
500 capsules. 


Methium Chloride, Chi\cot+ Laboratories, 
Inc., Morris Plains, N. J. In hypertension. 
Dose: As determined by physician. Sup: In 
bottles of 100 and 500 (250 mg.) tablets. 


Milibis-Aralen, Winthrop-Stearns, Inc.,New 
York 18, N.Y. For the treatment and preven 
tion of both malaria and amebiasis. Dose: 
As determined by physician. Sup: In tablets 
containing Milibis, 250 mg. and Aralen 
diphosphate, 75 mg. 


Neocurtasal lodized, Winthrop-Stearns, 
Inc., New York 18, N. Y. For pregnancy 
and for all patients in those areas of the 
country where the natural iodine supply is 
nsufficient. In cardiac failure, renal disease 
hypertension, arteriosclerosis or pregnancy 
complications. (for sodium restriction plus 
iodine). Dose: As determined by physician 
Sup: In 2 oz. shakers and 8 oz. bottles. 


Neohydrin Tablets, | sheside Labs. Inc. 


Milwaukee |, Wisc. Diuretic therapy. Dose: 
One or more tablets daily as determined by 
physician. Sup: In bottles of 50 tablets. 


OpH, Winthrop-Stearns, Inc., New York 18 
N. Y. New eye lotion with Neo-Synephrine 
hydrochloride which gives relief in minor 
eye irritations. Dose: As determined by 
physician. Sup: In applicator bottles of 10 
ce. 


Polymyxin-B Sulfate, Cho: Pfizer & 
Co., Brooklyn 6, N. Y. Antibiotic. Dose: A 
determined by physician. Sup: Parentera 
topical solution, and ointment, '/> oz. tube 


Redisol Elixir, Sharp & Dohme, Inc.. Ph 


adelphia |, Pa. New dosage form of vita 
min B-!2 for stimulation of appetite. Dose: 
For children under tw 2 teaspoontu 


daily: for older children, 3 to 4 teasp 
fuls daily: for adults, 5 teaspoontuls da 
Sup: In pint and gallon bottles. 


Solacthyl Injection, & Squibb & 
Sons, New York 22, N. Y. Corticotropir 
Dose: As determined by physician. Sup: Ir 
5 cc. vials. 


Tace, The Wm. S. Merrell Co., Cincinnat 
15, Ohio. In the pallative treatment of 
prostatic cancer. Dose: Two capsules da 
(24 mg.) Sup: In bottles of 60 and 300 
capsules. 


Vasoxyl Intranasal, Burroughs Wellcome 
& Co., Inc., Tuckahoe 7, N. Y. In all the 
rhinitis syndromes and very useful in the 
common cold and hay fever. Dose: As de- 
termined by physician. Sup: In bottles of 
| fl. oz. (with separate dropper) and | 
pint. 
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When Blood Pressure Falls... 


Injection WYAMINE Sulfate elicits an immediate, but gentle 
and prolonged pressor effect not obtained with any other agent. 
This new pressor amine represents a marked therapeutic advance 
in the management of severe hypotensive states: 


myocardial infarction 


associated with cardiac surgery 
general surgery 


the immediate 
occurring during postoperative period 
spinal anesthesia 


Injection WyAMINE Sulfate does not increase cardiac irritability; 
it does not cause cerebral stimulation; it does not significantly 
alter heart rate nor rhythm; yet pressor response to it is quantita- 
tively equivalent to that of ephedrine. 


N EW Effective Pressor Drug 


Remarkably Free from Side Reaction 


Supplied: Vials of | cc. and 10 cc.; 1S mg. Wyamine base as Wyamine 
Sulfate per cc. Detailed information on request. 


INJECTION Wyamine Sulfate 


Mephentermine Sulfate 
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a new, two-way approach 
to a stubborn problem 


Opinion has been divided on the 
Mature of common external otitis. Fungi 
were long regarded as the principal 
etiologic factor, but recent studies 
highlight the frequent presence 

of gram-negative bacilli . . . chiefly 
Pseudomonas aeruginosa 


(B. pyocyaneus). 


In Bristol’s DityDROSTREPTOMYCIN 

OTIC with BristaMIn*, a potent 
antibacterial and an effective antimycotic 
are combined. Clinical studies, 

completed and in progress, indicate 

* prompt relief from symptoms and rapid 
resolution of the infective process. 


Dihydrostreptomycin 


with Bristamin 


TRACE MARK 


ANTIBACTERIAL ANTIMYCOTIC EARDROPS 


*Bristamin is Bristol Laboratories’ brand 


B © t ] of Phenyltoloxamine, an antihistaminic, 
ris 0 antimycotic, and local anesthetic with 
LABORATORIES INC 

SYRACUSE, NEW YORK an exceptionally low order of toxicity. 


SAMPLES AND LITERATURE ON REQUEST 


j 
: 
—— 


Vitamins, Carcium, Minerats 


1] VITAMINS including both types of Bi2 
8 MINERALS including larger amounts of CALCIUM 
in 1 small tablet 


Suggested Daily Dose 
VITAMIN A 5,000 USP Units 10,000 USP Units 15,000 USP Units 
VITAMIN D 400 USP Units 


~ 800 USP Units 1,200 USP Units 
VITAMINE 
VITAMIN 
VITAMIN 
“VITAMINS, 
NIACIN AMIDE 
ACID 
“VITAMIN 


Available at all pharmacies 
LOW IN COST TO PATIENTS 


iad 
~ 
- 
PHOSPHORUS 90 Mg 380 Mg Mg 
reg COBALT 0.05 Mg 0.1 Mg 0.15 Mg 3 
"50% USP. Crystalline By Concentrate 
— 


k 
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AN OUTSTANDING PRODUCT 
FOR OBESITY CONTROL 


ALL & FACTORS IN | SMALL CAPSULE 


To supply protective amounts of nutritional factors: 
10 vitamins 8 minerals 


Low in cost to patients: 
Approximately 4¢ per capsule 


AVAILABLE AT ALL PHARMACIES 


SV q 
| q Stuart 
a q 
To inhibit appetite, each capsule contains: 
4 | To supply needed bulk: 
al | 
= 


hypertension 


Pertenal maintains pressure at more normal levels — eases 
stress on the heart 


¢ relieves worry, restlessness, insomnia 
e alleviates gastro-intestinal symptoms 
e allays mental and physical tension 


This logical “whole-patient” approach helps 
the patient on Pertenal to live a more 
comfortable, more serene, often longer life. 


Each Pertenal tablet contains: 


Veratrum Viride 100 mg. (1/2 gr.) 
(the complex from the whole powdered drug ) 

Hornatropine Methyl Bromide 2.5 mg. (1/25 gr.) 
Mannitol Hexanitrate 30 mg. (1/2 gr.) 


Detailed literature and samples to physicians on request. 


CROOKES. LABORATORIES, INC, 
° MINEOLA, N. Y. 


90 a 
160 live a more comfortable, more serene, often longer life 
90 
4 1 


Only Two 
Dicalet tablets 


t.i.d. supply | () 


OF THE RDA? 


for pregnancy 


and lactation 


PLUS By, Folic Acid, 
Pyridoxine and 7 Trace Minerals 


2 DICALETS 1.i.d. provide: Percent of RDA’ 
Vitamin A 8000 U.S.P. Units 
(synthetic) r 
Vitamin D 400 U.S.P. Units 
Vitamin B, 1.5 mg. 
Vitamin 
Nicotinamide 


Pyridoxine 

Vitamin By. by 

Folic Acid BALANCED-FORMULA 
Cobalt 


Manganese TRADE 
Potassium 


Zine cn .. (Abbott's Vitamins and Minerals for Pregnancy and Lactation) 
Oaity Dietary Allowances for Pregnancy and Lactation. 


pregnancy 1500 in lactation 2000 mg 
not yet established. 
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Vitamin C 150mg. 100% 
Calcium 1500 mg. 100 
Phosphorus 1500 mg 100% . 
Copper 
lodine 0 
Magnesium 
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Treatment of Obesity 


Of low calorie diets, there are many; 
of patients who have solved the problem 
of obesity, there are few. Restriction of 
caloric intake, no doubt, takes tons of 
weight off of the obese each year; but the 
tons return, or most of them do; and more 
often than not the problem remains un- 
solved.’ 

There is a good reason why this is so. 
The human organism is remarkably en- 
dowed with the capacity for holding a 
state of steadiness in regard to many 
things, including body temperature and 
the level of body weight.2 Many of the 
obese, as well as the lean, maintain con- 
stant body weight ever long periods of time. 
though food is taken in as it is desired 
and is utilized as occasion may demand.° 
In the obese of constant weight, as in the 
lean, the appetite is balanced to the en- 
ergy output with fine precision.* DuBois 
has figured that, in order to maintain 
constant weight over a period of twenty 
years, an accuracy of 0.05% is required in 
the balance between total intake and ex- 
penditure.® Caloric calculations can net 
match, nor conscious will-power rival, the 
exactness and the persistence of thi- 
biological adjustment. 

The common observation that many of 
the obese maintain constant weight over 
long periods of time removes from them 
the stigma of gluttony or of psychoneu- 
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rosis which current fashion has put upon 
them. An obese person with constant 
weight is in caloric balance. His caloric 
intake, like that of people of normal 
weight, is dictated by the energy needs of 
his body. His appetite, far from being 
uncontrolled, is precisely and delicately 
regulated. When he goes on a low calorie 
diet, therefore, he opposes the fine, bio- 
logical mechanism which brings to his 
consciousness, as hunger, the energy needs 
of his tissues. If it were true, as is often 
stated, that his body would draw on its 
adipose deposits for all the nutriment it 
needs, he would have no difficulty in fol- 
lowing a sub-nutrition diet. But the studies 
of Strang® and of Ohlson’ show clearly 
that on sub-nutrition diets the obese, like 
the lean, fail to draw on their adipose 
deposits sufficiently to maintain a constant 
rate of energy production per gram of 
tissue or, for that matter, per square meter 
of skin surface. On sub-nutrition diets the 
obese and the lean become hungry for the 
same reason — because their tissues are 
not receiving enough nutriment. 

During the phase of obesity in which 
an individual is gaining weight, and dur- 
ing this phase alone, the caloric intake 
exceeds the expenditure.’ The dispropor- 
tion between the two may be remarkably 
small.* For example, a man 5’10” in height 
had a normal weight of 160 pounds when 
he was 30 years old. Twenty years later, 
at age 50, it is found that he has gained 
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40 pounds, bringing his weight to 200. 
This is a significant degree of obesity for 
it brings an increase in the death rate 
amounting to 459% above the normal.® 
This man has gained weight at the rate 
of 2 pounds a year. Thus, he has stored, 
as fat in his body, 8172 calories a year, 
or 23 calories a day. This disproportion 
between caloric intake and output has 
averaged only 23 calories a day—the 
equivalent of a small glass of tomato 
juice. 

What is it that produces this slight and 
scarcely calculable imbalance between 
caloric intake and expenditure which 
causes some people to gain weight while 
others, following similarly the dictates of 
their appetites, stay lean? And what is it 
that causes the obese person, after he has 
gained considerably, to level off in weight. 
as he often does, with a precise balance 
between his energy output and his volun- 
tary food intake? Energy balance studies 
can not tell us for, though they inform 
us concerning the quantitative aspects of 
caloric intake and output, they can not 
enlighten us as to the cause of the dispro- 
portion between the two.'® Their findings 
confirm the law of conservation of energy, 
which is to be expected if their measure- 
ments are correctly made, but they can 
hardly give an answer to the question 
whether the appetite in obesity is due to 
“a pleasure seeking outlook on life”™ or 
to an effort of the organism to adapt itself 
to some subtle physiological change. Du- 
Bois has said, “It is conceivable that com- 
mon obesity is the only manifestation of 
an endocrine disturbance, a disturbance 
so slight that it upsets the balance of in- 
take and output by less than 0.1 of 1 per 
cent.”'? Before entering upon these funda- 
mental matters, however, let us look at 
some striking facts. 

In 1928 at the Russell Sage Institute, a 
man whose caloric requirement by the 
usual method of reckoning it would be 
less than 2400 calories a day, lost a few 
pounds of excess weight on a diet of lean 
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and fat meat with a caloric value of 2000 
to 3000 calories a day. Eighty per cent of 
the calories of his diet were from fat. 
Apparently his bedy was able to burn 
more food on a diet of lean and fat meat 
than on an ordinary mixed diet. This was 
revealed in calorimeter tests, which showed 
an increase of 7% during the period of 
weight loss. He maintained excellent 
health on this 

The significance of this work might 
have been overlooked had not Dr. Blake 
F. Donaldson of New York adopted this 
method of weight reduction in his medical 
practice and demonstrated some of his 
results, year after year, at clinical con- 
ferences at the New York City Hospital. 
The author of this article heard of it 
there in 1944, applied it to himself and 
a number of others and began to use it 
extensively in an industrial medical prac- 
tice in 1948.'® It is now being used regu- 
larly, as one among many measures of 
preventive medicine, and has been work- 
ing out very satisfactorily. In most cases 
of obesity it is not necessary to adhere, 
completely, to a diet of lean and fat meat. 
Satisfactory weight loss usually results 
from a regimen which, in its entirety, is 
shown in the accompanying table. 

The following cases are illustrative: 

Case |. Male, height 6’2”, weight 217 
pounds, age 34 when first seen in 1948. 
At age 28 his weight had been 200 and 
he had then gained 20 pounds in the 
following six years. He had maintained 
his weight close to this level for over a 
year. He started on the modified type of 
diet given above and lost 21 pounds in 7 
weeks. This brought his weight into the 
ideal range for him and it levelled off 
without any qualitative change in his diet. 
During the past three years he has main- 
tained his weight loss without difficulty 
and has broadened out his diet to include 
all but the most concentrated carbohy- 
drate foods. His presenting symptoms had 
been severe headaches and fatigue. These 
disappeared; and it was found that the 
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cause of them had been allergy to certain 
specific foods which were omitted when 
he went on the reducing diet. 

Case 2. Male, height 56”, weight 165 
younds, age 45 when first seen in 1948. 
Eleven years previously, at age 34, his 
weight had been 145, and he had slowly 
gained 20 pounds in the ensuing 11 years. 
Thus, he had gained less than two pounds 
a year, on the average. At the end of 21 
days on the modified type of diet he had 
lost 12 pounds and his blood pressure, 
which had been 152/108, had become 
normal at 122/86. He continued on the 
diet and lost a total of 25 pounds, bring- 
ing his weight down to 140, which was 
in the ideal range for him. It leveled off 
there; and two years later his weight was 
139, blood pressure 116/80. Both weight 
and blood pressure had been normal con- 
tinually. 

Case 3. Male, height 5’6”, weight 263 
pounds, age 44 when first seen in 1948. 
He had always been heavy and had come 
from heavy stock. Six years previously, 
at age 38, his weight had been 265 and 
had remained relatively close to this level 
during the intervening time. Thus, during 
a period of six years, though his weight 
was excessive, he was in caloric balance. 
When he started on the diet his blood 
pressure was 156/98. In one month he 
lost 16 pounds and his blood pressure 
became normal at 136/78. He lost 50 
pounds in eight months. Then his weight 
levelled off, though he continued to lose 
a little more. In November 1951, three 
years after starting on the diet, his weight 
was 201, showing a total loss of 62 pounds. 
His blood pressure at this time was 134/76 
and it had been in the normal range 
continually. This patient found that, in 
order to lose weight. he had to = stay 
strictly on a diet of lean and fat meat. 


If he added the least amount of carbo- 
hydrate to his diet, even an apple, he 
gained weight. His weight did not come 
all the way down to the ideal range. He 
was found to have a tremendous muscular 
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development, as many of the obese have 
if they lead active lives; and no attempt 
was made to bring his weight below the 
level which it found, in a natural way, 
on ad libitum amounts of the food on his 
diet. 

Other cases have been reported else- 
where.'® The diets prescribed for these 
people contained upward of 2400 calories 


A Diet for Obesity 


With this diet you follow a definite routine 
which is as important as the diet itself. Have 


8 regular hour for going to bed. Set your 
alarm clock for eight hours sleep, never 4 
minute more than that, and allow time for a 
thirty ninute walk before breakfast. it is 
not necessary to waik tast, buf if i necessary 
to walk the full thirty minutes regularly. 


Breakfast, lunch and dinner are all the same 
type. You eat three big meals a day and 
lose seven pounds of excess weight a month 

First course of each meal: One-half pound 
or more of fresh meat with the fat. This 
part of the diet is unlimited. You can eat as 
much as you want. The proper proportion is 


three parts lean + one part fat Most of 
the meat you Duy is not fat enough, so get 
extra beef kidney fat, slice and fry it to 


make up the proper proportion. Good meats 
are roast beef, steak, roast lamb, lamb chops 
stew, fresh pork and pork chops. Hamburger 

alt right if you grind it yourself just before 


it oked. Season the meat with biack 
pepper before if is cooked or use paprika 
celery seed, lemon, chopped parsley elery 
tor other flavoring which goes not contain 
salt 

Do not e the least particle of salt. D 
not use foods ntaining salt, such as up 
bacon, smoked ha asnned chicken, canned 
fish, frankfurters, bologna, canned or spiced 


meat, or salted butter 


Second course of each meal: This part of 


the diet is limited. At each meal you have 
a choice of an ordinary portion of any one 
of the following 


White potatoes, baked, boiled or fried 

Sweet potatoes 

Half grape-fruit 

Bunch of grapes 

Slice of melon 

Banana or pear 

Raspberries or blueberries 

At the end of each meal have a cup of 

black coffee or clear tea without sugar. Do 
not use saccharine 


e sure to drink six alasses of water every 
day before five o'clock. Your only ther 
beverage is half a lemon in a giass of 
water. 


Have a physical examination by your doc 
tor before starting on the diet and have him 
check up at requiar intervals. Weight must 


be requiated completely ‘o normal before 
other foods can be added or you wil! quickly 
gain the weight you have lost. After the 


weight is normal you can test out how far 
you can depart from the diet without gaining 
weight 

Note particularly that this diet contains no 
bread, flour, salt, sugar er alcohol 


This is the sheet of instructions which is given to 
patients on this diet, 
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a day. In the case of the patient who 
followed the strict diet of lean and fat 
meat the caloric value of the diet was 
upward of 3300 calories a day, for he 
was instructed to take, at each meal, a 
minimum of nine ounces of lean meat and 
three ounces of fat. He was allowed a 
cup of black coffee or tea with each meal. 
The question—how does this diet op- 
erate?—-might well be considered a matter 
of secondary importance in view of the 
practical effectiveness of the diet itself. 
There is, however, a very practical value 
in understanding how this diet works 
because, otherwise, it invariably becomes 
confused with low calorie diets. Mistakes 
are made and the best results are not 
obtained. It has been suggested by some, 
who adhere to the older view of Von 
Noorden that obesity must be explained 
entirely in terms of the energy exchange. 
that this diet works by the satiety value 
of fat, and that the patients lose their 
appetites before they eat the minimum 
amount prescribed at each meal. Satiety, 
however, does not explain the weight 
reduction in the subject of the Russell 
Sage experiment, nor does it in these 
patients. Many people on this diet de- 
velop a great liking for fat and eat large 
amounts of it. It has been found in 
nutrition experiments that the liking for 
fat increases as carbohydrate is reduced 
in the diet and that there is an inverse 
proportion between the two.'’? This has 
been borne out in clinical experience with 
many people who stated, at first. that they 
could not eat the least particle of fat. 
An understanding of how this diet 
works requires some understanding of the 
intermediary metabolism as biochemical 
investigations of recent years have re- 
vealed it. The facts, to those unfamiliar 
with them, are likely to be startling; and 
it is only natural that many will be in- 
clined to challenge statements which seem 
at variance with old, ingrained concepts. 
The references given, however, will suffice 
to introduce the earnest student to a new 


chapter which has been written in our 
knowledge of the intermediary metabolism 
since Urey furnished Schoenheimer with 
some deuterium. This newer knowledge 
of physiology leads us to a concept of 
obesity and its treatment which differs 
widely from the currently prevailing one. 
The main points, which can be sketched 
only briefly here, are as follows: 

1. The adipose deposits of the body are 
not “inert fatty masses.” Adipose tissue is 
an organ with many functions.’ The 
turnover of fat in these deposits is of 
such rapidity that most of the fat in them 
is completely replaced by new fat within 
three weeks.'® 

2. Of the carbohydate that is ingested. 
ten times as much is normally converted 
into fat as is converted into glycogen.*° 
The adipose deposits engage actively in 
the conversion of carbohydrate to fat.*'-?? 

3. Fat, as the derived ketones,**-** is 
utilized readily for fuel in the tissues. It 
no longer can be said that carbohydrate 
is the preferred fuel of the tissues. The 
liver uses fat for fuel in preference to 
carbohydrate.2> The oxidation of fat in 
the tissues does not require the simul- 
taneous oxidation of carbohydrate.?® Thus. 
the old aphorism, “Fat burns in the fire 
of carbohydrate,” must be replaced by 
the simpler one, “Fat burns.” 

4. Fat acts well as a protein sparer.”” 
A person can maintain good health on a 
diet of protein and fat entirely.?* 

These few physiological facts are, for 
some reason. not widely known to physi- 
cians. Yet, the biochemical literature 
gives abundant proof of their reality. 
We must now approach the problem of 
obesity, erasing from our minds old and 
disproven concepts and replacing them 
with these more recently discovered facts. 
The problem of obesity, as we have ob- 
served, is that of the appetite in the obese. 
The mechanisms through which the energy 
needs of the tissues come to consciousness 
as hunger are not fully known, but the 
site of their action appears to be the 
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cell.2® It is the cellular tissues of the 
organism that need the nourishment, and 
they can get it only from the body stores 
on the one hand and from ingested food 
on the other. Ordinarily they get it, in 
appropriate amounts, from both. If, how- 
ever, there is a retardation in the rate at 
which fat is released from the adipose 
deposits, the need of the tissues for 
nourishment must be met by an appetite 
which increases, compensatorily, to allow 
for a larger intake of food. 

It has been found that. in obesity, there 
is a retardation in the rate at which fat 
is released from the adipose deposits.*°-*! 
As a result, the appetite must increase in 
order to satisfy the energy needs of the 
tissues. A little more food is eaten; and 
much of the total intake is quickly stored 
in the adipose deposits. The over-all rate 
of release of fat from the adipose deposits 
is slower than the over-all rate at which 
it is stored in them. As a consequence, 
the size of these deposits increases, and 
the person gains weight. When the size 
of the adipose deposits has increased to 
such an extent that the retardation in the 
rate at which they release fat is compen- 
sated for by their greater effective mass. 
the size of the adipose deposits, though 
larger than formerly, remains constant; 
the weight curve strikes a plateau, and the 
food intake is, again, balanced to the 
caloric output. Thus, obesity is seen to be 
a compensatory hypertrophy of the adipose 
tissues which provides for a more effective 
release of fat for the energy needs of the 
hody. 

The question arises: What is the cause 
of the retardation in the rate of release of 
fat from the adipose deposits? In a few 
cases it may be due to structural damage 
in the hypothalamus. Damage here will 
cause a very rapid increase in weight 
which is not likely to respond to the type 
of diet described. Hypothalamic injury 
is usually thought to have a direct effect 
on the appetite. Brobeck, however, has 
pointed out certain phenomena which can 
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not be explained entirely in this way;** 
and it appears that in this type of obesity 
there is a disturbance in the neural control 
of fat storage.** Hypothalamic obesity, 
however, is comparatively rare, and the 
question of greatest concern is what causes 
a retardation in the rate of release of 
fat from the adipose tissues of the major- 
ity of obese people we see all about us? 

To answer this question it is necessary, 
again, to point out some of the newer 
findings in the field of the intermediary 
metabolism and to consider certain influ- 
ences of the endocrine glands and of the 
ingestion of food: 

1. The ingestion of carbohydrate stimu- 
lates the pancreas to secrete insulin,** 
which promotes the conversion of carbo- 
hydrate to fat®® and the storage of this in 
the adipose deposits.*® Insulin also re- 
tards the release of fat from these de- 
posits.** 

2. The ingestion of fat has effects op- 
posite to those of the ingestion of carbo- 
hydrate, for it stimulates the anterior 
pituitary to secrete a hormone principle 
which promotes the breakdown of fat into 
easily oxidizable elements.** The anterior 
pituitary also secretes a principle which, 
in opposition to insulin, promotes the re- 
lease of fat from the adipose deposits.** 

It might seem from this that the inges- 
tion of carbohydrate would invariably lead 
to obesity, and the ingestion of fat, to 
leanness. We know, however, that many 
people are able to maintain normal weight 
on diets in which either of these two food- 
stuffs is predominant. There is, therefore. 
some essential difference between the per- 
son who becomes obese on a highls car 
bohydrate diet and the one who maintains 
normal weight on it. It is now our task, 
with the newer knowledge of physiology 
in mind, to approach the problem of the 
essential difference between the obese 
and the lean. 

We have observed that the site of action 
of the appetite is the cell. It is the tissue 
cells that need the nourishment; and it is 
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for them that all manner of adjusments 
in the body are made. It is to the cell, 
now, that we must look for the funda- 
mental cause of obesity. The cell, nor- 
mally, can oxidize either carbohydrate or 
fat for energy. Carbohydrate is first brok- 
en down to pyruvate, and fat to acetate; 
and then these are oxidized to carbon di- 
oxide and water. It appears that the 
ability to oxidize these products is nor- 
mally inherent in the enzyme systems of 
the tissue cells. In the obese, however, 
the capacity to oxidize pyruvate is de- 
ficient. This is known from the experi- 
ments of Kugelman.*® who found more 
lactic acid in the blood of the obese after 
light muscular exercise. 

The chain of metabolic events which 
results in obesity appears to be started by 
the defective ability of the cell to oxidize 
pyruvate. This throws the metabolic bal- 
ance off, to a greater or less degree ac- 
cording to the severity of the defect; and 
when a person with this defect follows a 
largely carbohydrate diet, a series of com- 
pensatory adjustments takes place. leading 
to the obese state. Pyruvate is not only 
a substance which is formed as an inter- 
mediary stage in the breakdown of carbo- 
hydrate, but it exerts its own influence as 
a metabolic regulator as well.*' It stimu- 
lates the synthesis of fatty acids from 
smaller elements, thus inhibiting the 
breakdown and oxidation of fat and pro- 
moting fat storage. Thus, a person who 
has a defect in the ability to break down 
carbohydrate beyond the stage of pyruvate 
will have more of this substance exerting 
its effect in his tissues. This throws the 
balance between fat storage and the re- 
lease of fat farther in the direction of fat 
storage than is normal; and the net result 
is a retardation in the rate of release of 
fat from the adipose deposits. 

Thus, in the majority of the obese, the 
retardation in the rate of the release of 
fat from the adipose deposits is the result 
of a chain of metabolic adjustments which 
come into play as the result of a defect 
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in the ability of the cellular tissues to 
break down carbohydrate beyond the 
stage of pyruvate. In turn, as we have 
seen, obesity—an hypertrophy of the adi- 
pose tissues—follows as an adjustment to 
the retardation in the release of fat. Thus, 
the individual with the primary defect in 
his tissue cells has, in his increased adi- 
pose deposits, a larger functioning organ 
for the conversion of carbohydrate, which 
he can not oxidize efficiently, into fat, 
which he can. That the enlarged adipose 
deposits of the obese accomplish well the 
job of converting carbohydrate into fat 
with great rapidity is seen in experiments 
on the respiratory quotient of the obese.*? 


The obese person can, of course, like 
anyone else, lose weight by any method 
of starvation or semi-starvation. This has 
been known since antiquity. Low calorie 
diets, therefore, do not constitute a_tri- 
umph of modern medical science. Fasting 
causes fat to be mobilized from the adi- 
pose deposits and brought to the liver;*® 
and low calorie diets are successful in 
reducing weight to the extent that they 
accomplish this. A better solution than 
low calorie diets appears to be to provide 
fat. rather than carbohydrate. as a major 
source of energy in a high protein diet. 
Restriction of carbohydrate removes the 
stimulus to the formation of insulin, which 
would promote the storage of, and inhibit 
the release of fat. It also removes the 
stimulus to the building up of fat, which 
comes from the formation of much pyru- 
vate in the tissues. The allowance of lib- 
eral amounts of fat in the diet. on the 
other hand, stimulates the anterior pitu- 
itary to secrete the principle which pro- 
motes the breakdown of fat. In addition, 
acetate, the intermediary product of fat 
breakdown, is formed in abundance in the 
tisues. Acetate is opposite to pyruvate in 
its effects as a metabolic regulator in the 
tissues. It inhibits the building up of fat 
from smaller elements.*' The result is 
that the entire process of the release of 
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fat from the deposits, its breakdown and 
its oxidation to carbon dioxide and water 
are promoted by switching from carbo- 
hydrate to fat as a major source of energy 
in the diet. This causes the adipose de- 
posits to decrease in size, and the individ- 
ual loses weight without starving his tis- 
sues in order to do so. When normal 
weight is reached it levels off, without 
qualitative change in the diet. The need 
of the tissues for fuel regulates the appe- 
tite so that the appropriate amount of 
food is taken in. This levelling off of the 
weight at a normal level is a remarkable 
phenomenon for which some unknown 
regulatory mechanism must, of necessity, 
exist. 

Most obese patients whom one encoun- 
ters are thoroughly indoctrinated with the 
idea that the only method by which weight 
can be reduced is by caloric restriction. 
The more erudite of them will readily 
assert that this is based on the law of 
conservation of energy. What they do not 
know is that they are applying the law of 
conservation of energy to a_ particular 
theory of metabolism, enunciated by Rub- 
ner about 70 years ago. which, though 
disproven in almost every detail, is widely 
promulgated in making recommendations 
to the obese very much as Rubner first 
stated it. The law of conservation of 
energy applies to the human body as 
an organism wonderfully endowed with 
the capacity to maintain steady states just 
as it did to the older, mechanistic concept 
of the body as a heat engine. Both the 
caloric intake and the caloric output are 
variables; and the evidence we have indi- 
cates that the caloric expenditure of the 
obese increases when fat, instead of carbo- 
hydrate. is used as a major source of 
energy in a high protein diet. It is im- 
portant for the patient to understand this 
for, if he continues to think in terms of 
caloric restriction, he is likely to com- 
promise this diet with low calorie diets, 
and the best results in weight reduction 
are not obtained. Therefore, it is helpful 
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to indoctrinate the patient in the following 
points, which summarize this paper: 

1. Obesity is not due to overeating. It 
is due to inefficient oxidation of carbo- 
hydrate. Instead of oxidizing carbohydrate 
for energy, much of it turns to fat and 
accumulates in the body. 

2. This is not a starvation method of 
weight reduction. To get the best results 
it is necessary to eat three large meals 
a day of the kind of food that the body 
of the obese individual can burn. 
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administration. All but one of the patients 


398 


p. 148. “Kugelman found that obese persons show 
noticeable increase in blood lactic acid after light 
muscle exercise, in contrast to normal non-obese 
subjects whose blood lactic acid remains at the 
initial level.” 

The modern interpretation of this, not given by 
Kugelman nor by Rony, is that the blood lactic level! 
reflects the degree to which carbohydrate can be 
broken down through the anaerobic phase to pyruvate 
but not beyond this. See discussion of pyruvate and 
lactic acid in Joslin: Treatment of diabetes, ed. 8 
Phila. Lea and-Febiger, 1946. p. 118. 


41. Bloch, K. and Kramer, W.: The effect 
of pyruvate and insulin on fatty acid synthesis 
in vitro, J. Biol. Chem. 173:811-12 (Apr.) 1948. 


"The incorporation of acetic carbon into liver 
fatty acids was increased several fold by pyruvate..." 

“Addition of insulin to the medium afforded a 
further increase of fatty acid synthesis when the 
medium contained pyruvate put had no additional 
effect when glucose was present." 

"When acetate was the only substrate, insulin de- 
pressed the uptake of isotope by the fatty acids." 


42. Hagedorn, H. C., Holten, C. and Johan- 
sen, A. H.: The pathology of metabolism in 
obesity. Arch. Int. Med. 40:30-37, 1927. 

“A number of normal and obese persons have been 
examined by determining their respiratory quotients 
by means of a self-recording apparatus after they had 
for 2 days taken a diet consisting chiefly of carbo 
hydrates. The results confirm the hypothesis that 
obesity is due to a qualitative anomaly, i.e. an 
abnormally increased transformation of carbyhyd-ate 
into fat." 


43. Barrett, H. M., Best, C. H., and Rideout, 
J. H.: A study of the source of liver fat, using 
deuterium as an indicator. J. Physiol. 93:367- 
381, 1938. 


“In confirmation of the results of previous investi 
ators who have used other methods of labelling 
atty acids, the findings in these deuterium studies 
indicate that the principal, if not the only, source of 
the excess fat which accumulates in the liver during 
fasting is the body depots.” 


were discharged in less than 24 days after 
admission to the hospital. There were no 
complications, but the authors warned 
that ACTH and cortisone can completely 
mask advancing pathological conditions 
and that these substances exert no in- 
hibitory effect on the growth of pathogenic 
organisms. 

The authors also noted that good man- 
agement of peritonitis was evident in 19 
patients treated with antibiotics alone, 
particularly aureomycin and terramycin. 
In this group, the average period of fever 
was 6.6 days, the average duration of 
therapy 10 days, and the average duration 
of hospital stay 12 days. 
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Peptic ulcer in man is an ancient dis- 

ease. Evidence of ulceration in the stom- 

ach and duodenum has been found in 
some of the preserved mummies of ancient 

Egypt and in other primitive peoples. In 

spite of the fact that peptic ulcer has been 

with the human race so long, its cause 
is not well understood. Treatment neces- 
sarily has been empirical. 

Etiology and Pathogenesis In re- 
cent years much work has been done to 
determine the cause of this common and 
sometimes fatal condition. A number of 
theories has been brought foward, but no 
theory has been proven. Two big ques- 
tions must be considered: 

1. Why do the ulcers localize in definite 
“ulcer bearing” areas of the lesser 
curvature and prepyloric portions of 
the stomach and in the proximal duo- 
denum? 

2. What makes an acute ulcer persist and 
become chronic? 

That gastric acid has an important bear- 
ing on initiation and on continuance of 
peptic ulceration is well borne out by 
repeated observations and experiments. 
Pepsin, another component of gastric 
juice, appears to aid in producing and 
prolonging ulceration by its proteolytic 
action. Therefore, why isn’t every stom- 
ach, and perhaps every duodenum also, 
digested by these powerful agents? Ob- 
viously other factors play a part in the 
production of peptic ulcers. 

In view of the fact that normal gastro- 
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Peptic Ulcer 


This summarization attempts to cover the essential infor- 
mation on the subject, including therapy, and is designed 
as a_ time-saving refresher for the 


busy practitioner. 


duodenal mucosa is not spontaneously di- 
gested by gastric juice, we postulate that — 
the mucosa has an inherent resistance to © 
digestion. Rivers'® states that the gastro- 
duodenal tissues have these lines of de- 
fense against gastric juice: 

1. The gastroduodenal cells themselves 
show gradation in resistance, being 
most resistant in the fundus of the 
stomach, less resistant along the lesser 
curvature and pylorus, and still less 
resistant in the duodenum and jejunum. 

2. The alkaline blood in the mucosal 
capillaries may exert a neutralizing 
effect on gastric juice in contact with 
the mucosal cells. 

3. The mucus which coats the gastro- 
duodenal mucosa tends to isolate the 
mucosal cells from the gastric juice. 

4. Hormonal influences — enterogastrone 
and urogastrone may have an acid re- 
tarding or acid regulating action. 

For ulceration to occur, there must be 
a local breakdown of defense. Vasocon- 
striction, thrombosis, and embolic phe- 
nomena have been suggested as causes 
of local breakdown. The stomach is a 
highly vascular organ; so vascular that 
several of its arteries can be ligated with- 
out apparent injury to the mucosa. How- 
ever, when embolism is produced in end- 
arteries, ulcers do form. End-arteries 
have been described in the pyloric antrum 
and duodenal bulb. If end-arteries become 
obstructed, necrosis of tic mucosa sup- 
plied by them may be expected. Necheles 
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and his various co-authors'®:'* have shown 
the effect of acetylocholine and/or vagus 
stimulation on the vascular supply of the 
stomach and duodenum. The activity is 
increased, as demonstrated by hypermo- 
tility. Acetylcholine causes a slowing of 
the circulation time in gastroduodenal 
vessels and vasoconstriction in these areas. 
Necheles reasons from this that anoxia or 
hypo-oxygenation of the mucosa is a result 
of this vagus activity and localized areas 
of mucosal degeneration are produced. 
The most susceptible areas would natural- 
ly be areas in which end-arteries are 
found. The lesser curvature and prepy- 
loric region of the stomach and the duo- 
denal cap are such areas. Necheles con- 
cludes that hyperacidity is not necessary 
for ulcer production. He does believe that 
high acid-pepsin activity contributes to 
the chronicity of an ulcer once it is estab- 
lished. 

The more generally prevailing opinion 
is that acid-pepsin activity is of prime 
importance in production and maintenance 
of peptic ulcer. Much experimental work 
has been done and is being done in an 
effort to show the effect of other factors 
on the ulcer diathesis. Experiments have 
been done in dogs, mice, rats, and guinea 
pigs. Fatigue, anemia and shock all tend 
to increase the occurrence of ulcer in dogs 
as shown by Wangensteen and co-work- 
ers.2* Experimental, work testing the hor- 
monal influence of enterogastrone has 
shown no conclusive results as yet. 

Ulcer Diathesis In addition to local 
acid-pepsin action, decreased local re- 
sistance and possible mechanical trauma, 
there are related general factors of im- 
portance in ulcer production. These gen- 
eral factors may be grouped under the 
term constitutional diathesis. By this is 
meant the characteristics inherent in the 
physical, physiological, and mental com- 
ponents of the patient which predispose 
him to initiation or reactivation of peptic 
ulcer. 

The least definite general factor is the 


physical or anatomic concept. It has been 
said that persons of a certain body type 
or persons with a stomach of a certain 
shape are more prone to develop ulcers 
than is the general population. 

These observations at best are only 
general impressions arrived at without 
satisfactory scientific basis. 

More important, and becoming more 
and more definite as the result of experi- 
mental work on animals and man, is the 
physiologic component. This includes 
such factors as extra rapid and persistent 
response of gastric glands to secretory 
stimuli, as well as hypermotility of the 
stomach and duodenum in ulcer patients. 
Much research recently has been directed 
at this physiologic component. Eventually 
it may be shown that hypermotility, in- 
cluding antral and duodenal cap spasm. 
may be as important or more important 
than hyperacidity. 

The third component of the constitu- 
tional diathesis is the mental or psycho- 
logic component. It has been generally 
recognized for many years that the ulcer 
patient is usually a person who is tense 
and ambitious. He drives himself hard 
toward success—a goal he never reaches 
because his concept of success is con- 
stantly revised upwards as his experience 
increases. The ulcer patient is often sensi- 
tive and nervous. He is greatly concerned 
and worried over actual or supposed frus- 
trations. Jordan’ points out that all such 
persons do not develop peptic ulcers— 
“only those who are constitutionally de- 
fenseless in that specific physiologic zone.” 
As every physician knows, a calm and ap- 
parently easy-going exterior may conceal 
a psyche teeming with suppresesd resent- 
ment. 

Thus it may be seen that the etiology 
and pathogenesis of peptic ulcer is by no 
means simple. Rather there is interplay 
of many complex factors which are not 
well understood. One may summarize this 
poorly understood subject by saying that 
there are physiologic, psychic, and _per- 
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haps physical etiologic factors involved. 
The proper combination of these factors 
produces peptic ulcers. 

Diagnosis Diagnosis of peptic ulcer 
can not be made with assurance from the 
clinical history alone. Whereas the classic 
story, of epigastric pain relieved by food, 
is certainly suggestive, it is by no means 
diagnostic of peptic ulcer. Hemorrhage 
from the upper gastrointestinal tract is 
not always due to ulcer. To make a defi- 
nite diagnosis, the physician must corre- 
late history, physical findings, and labora- 
tory tests. The most convincing single 
factor in diagnosis is the demonstration of 
an ulcer crater on x-ray examination. 

Roentgen diagnosis of ulcer is in the 
same class as specialized surgical pro- 
cedures. More than technical skill is re- 
quired. The man who examines the 
patient should have good x-ray equipment 
and he should be familiar with the limita- 
tions and special features of the equip- 
ment. His experience should combine 
clinical and radiologic training. 

The necessity for fluoroscopic study, be- 


Duodenal Cap 


Pre- Pylorie 
Region 


ginning with an empty stomach, is well 
recognized; but some men omit fluoro- 
scopy and attempt to rule out peptic ulcer 
from study of films alone. Some attempt 
fluoroscopy without adequate adaptation 
of the eyes to darkness. Maximum adapta- 
tion is not achieved in less than 20 minutes 
with dark glasses and away from direct 
daylight and fluoroscent lights. No fluoro- 
scopist is so talented or experienced that 
he can afford to ignore the physiologic 
mechanisms of dark adaptation. 

Some ulcers are missed entirely because 
the fluoroscopist first sees the stomach 
when it is barium filled. Even quite large 
posterior-wall gastric ulcers may be hid- 
den by the mass of barium in a barium- 
filled stomach. Rotation of the patient into 
left and right oblique positions in stand- 
ing, supine and prone postures reduces the 
chance of missing ulcers as well as di- 
aphragmatic herniae and other lesions 
which may produce ulcer like symptoms. 

Spot films are useful but not essential 
to diagnosis. Routine films taken in 
postero-anterior and right oblique posi- 


Fig. 1. Diagram of stomach and first portion of the duodenum. The arrows show the common 


locations of peptic ulceration. The prepyloric region is defined as the terminal inch of the stomach 


—not including the pylorus itself. 


A. Vertical section of the normal wall of the stomach. 
B. Mucous membrane constricted showing the rugee. 
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tions are advisable for record purposes 
and as a check on fluoroscopic observa- 
tions. Probably the commonest errors 
made by general practitioners who do 
their own gastrointestinal studies are: 


1. inadequate dark adapation 

2. fluoroscopic study with shutters tov 
wide open for best visualization 

3. too hurried filling of the stomach with 
barium without adequate study after 
the initial swallow 

4. failure to study the stomach and duo- 
denum in supine and prone postures as 
well as upright 

5. inadequate films for purposes of sup- 
plemental study and later comparisons. 


The diagnosis of peptic ulcer should in- 
clude localization (esophagus, stomach, 
duodenum); the site (lesser curvature, 
antrum, pylorus, duodenal cap, anterior, 
posterior, etc.) ; the size and depth of the 
crater; the amount and extent of indura- 
tion; as well as whether or not there is 
active bleeding. Examination of the stool 
for gross and occult blood should be done 
in any case of suspected bleeding and in 
any case with a hemoglobin value below 
normal limits. Gastroscopy is often a 
helpful adjunct. 


Peptic ulcer is a manifestation of a 
disease which affects the whole patient 
and which is affected by the whole patient. 
The physician should concern himself with 
the patient and not confine his considera- 
tion to the organ in which the ulcer occurs. 
All too ften when a patient is found to 
have an ulcer, the patient is given a diet 
list, a prescription for antacids; he is 
advised to cut down on his drinking and 
smoking, is told to “come back if you 
have any more trouble.” Such treatment 
is based upon inadequately proven hypo- 
theses concerning the cause of peptic 
ulcer. Furthermore, the plans for follow- 
up should be more definite. 

The object of therapy is not only to 
treat the acute phase but also to prevent 
chronicity and recurrence. Of course the 


402 


best way to prevent recurrence is to cor- 
rect or eliminate the etiologic factors. 
Our present state of knowledge does not 
permit us to remove the etiologic factors 
causing peptic ulcer. We do not know well 
enough what the factors are. We do under- 
stand the importance of nutrition, relief of 
psychologic stress, rest and relaxation, and 
antacid therapy. Besides making a diag- 
nosis of peptic ulcer the physician should 
find any other disease the patient may have. 
Experimental work on dogs has shown that 
fatigue, anemia, or poor nutrition, singly 
or in combination, will decrease resistance 
to ulceration of the gastric mucosa. The 
patient who doesn’t take the time and 
trouble to eat a proper diet is a human 
parallel to these experimental animals. 
Usually patients do not realize that peptic 
ulcer is more than just a local disease. 
Patients do not usually understand why a 
physician wants to make more diagnostic 
tests than are necessary to establish 
whether an ulcer is present. The respon- 
sibility of the physician includes instruc- 
tion of the patient regarding the true 
significance of peptic ulceration. 

Rivers'® has made a classification of 
five syndromes into which nearly all symp- 
tomatic peptic ulcers fall: 

1. Visceral Ulcer Syndrome Without 
Referred Pain. In this type the ulcer is 
limited to the wall of the viscus. The 
patient experiences cyclic epigastric dis- 
tress usually several hours after eating 
and often at night also. This distress is 
relieved by food, especially milk, and 
alkalis. 

2. Visceral Ulcer Syndrome with Re- 
ferred Pain. This type is similar to the 
preceding except that the pain is more 
severe and often extends beyond the epi- 
gastric region. The pain from duodenal 
ulcer is referred to or toward the right 
costal margin while that from gastric ulcer 
is referred toward the left costal margin. 

3. Perforating Ulcer with Mixed Vis- 
ceral and Somatic Syndrome. In this type 
the visceral pain of the ulcer is combined 
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with pain from the area or organ into 
which the ulcer is penetrating. 
a) Into the Lesser Omentum 
Pain is in the epigastrium radi- 
ating to the right or left costal 
region and to the mid-thoracic 


area of the back. 

b) Into the Anterior Abdominal Wall 
Pain is at the invaded site and 
may spread to sides and back. 

c) Into the Pancreas 
Pain may be very severe and is 
most often about at the level of 
the umbilicus and to the right or 
left. It extends to the back into 
the upper lumbar region. 

d) Into Mesocolon 
Pain extends downward as low 
as the inguinal regions. 

4. Perforating ulcer Syndrome with 
Somatic Syndrome Replacing Visceral. 
Severe inflammation and abscess in the 
invaded site may cause pain which obliter- 
ates the original ulcer pain. This new 
pain may also cause peritoneal irritation 
and abdominal rigidity. 

5. Phrenic Peptic Ulcer Syndrome. If 
the diaphragm is invaded the patient may 
complain of pain in the shoulder-—the 
so-called “shoulder strap” pain associated 
with diaphragmate irritation. 

While it is true that most peptic ulcers 
fall into this symptom classification, one 
must always be on the alert for cases 
presenting atypical symptoms. Conversely 
one must beware of miss-calling “ulcer” 
everything that includes symptoms of the 
ulcer syndrome. Among the non-peptic- 
ulcer diseases which can cause symptoms 
like ulcer are: gastritis or duodenitis 
without ulcer, hiatus hernia, diverticula, 
cancer, cholecystitis (with or without cho- 
lelithiasis), hepatitis, pancreatitis, and 
lesions of the lower small bowel and colon. 
Even disease in organs outside the abdomi- 
nal cavity can give rise to sypmtoms simi- 
lar to those of peptic ulcer. Acute and 
chronic disease of the heart, lungs. and 
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kidneys have been known to give abdomi- 
nal symptoms. 

Carcinoma of the duodenum is a rela- 
tively rare lesion. Even more rarely is it 
associated with ulceration. For practical 
purposes all duodenal ulcers are benign. 

For practical purposes, many gastric 
ulcers must be suspected of being malig- 
nant. While large gastric carcinomas, even 
when ulcerating, are quite easily and ac- 
curately diagnosed by x-ray, small, ulcer- 
ating gastric cancers may be misdiagnosed 
as benign ulcer. This is a tragedy indeed 
because only by finding and removing 
small, early carcinomas can we offer much 
hope for cure of gastric cancer. 

There is a large segment of the profes- 
sion which holds that all gastric ulcers 
should be considered malignant until the 
pathologist has made microscopic exami- 
nation of the resected specimen. Those 
holding this view state that the differentia- 
tion between benign and malignant gastric 
ulcer by means other than microscopic 
examination is impossible. They believe 
that a benign gastric ulcer may undergo 
malignant change and should be removed 
as a premalignant lesion. Some authori- 
ties state that benign ulcers in the stomach 
never become malignant. These men, 
nevertheless, advocate surgical removal 
because of the difficulty in differential 
diagnosis. 

Gastric Uleers There is a growing 
conviction among a few radiologists**:*!:2" 
that benign and malignant gastric ulcers 
can be differentiated on combined radio- 
scopic and radiographic studies. Careful 
X-ray study permits separation of cases 
into three groups: 

(1) definitely malignant 

(2) doubtful 

(3) definitely benign 
The definitely benign is the largest cate- 
gory. The definite carcinomas offer no 
diagnostic problem. The indeterminate 
group is relatively small. The difficulty in 
roentgen diagnosis arises in that the gross 
anatomy of the lesion in these cases defies 
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analysis on x-ray study. Most of these 
cases prove to be benign** but surgery is 
advisable if repeated x-ray studies do not 
permit removal from the doubtful cate- 
gory. 

The radiologist and the physician must 
both realize the urgent necessity of re- 
peated x-ray studies. Benign ulcers should 
be healed in 6-8 weeks, with adequate 
therapy. Repeated x-ray studies should 
demonstrate healing. If healing is not evi- 
dent, therapy may be at fault or the 
patient may not be cooperating, or the 
ulcer may be malignant rather than be- 
nign. Examination should be frequent 
enough so as to exclude the chance that 
a crater, seen on reray, is a recurrent 
rather than a persistent ulcer. With good 
therapy and a suitable patient, a crater 
could disappear completely in three weeks 
and a recurrence or a new ulcer could 
develop in a few days, anytime later. The 
meaning or prognosis could be different 
in a persistent ulcer and in a recurrent 
one. Therefore, reray should be at 7-14 
day intervals, during therapy for active 


peptic ulcer, until the crater has healed. 

If mortality from gastric resection were 
zero and if all patients. after resection, 
were entirely free of symptoms, there 
would be no hesitation about submitting 
all gastric ulcer cases for surgical therapy, 
as many surgeons now advocate. The 
surgical mortality ranges from 2-20%. 
Postoperative gastric sumptoms range still 
higher. Therefore, we must seek a reliable 
method for differentiating benign and 
malignant gastric lesions. The definitely 
benign lesions can be saved from the 
inevitable surgical mortality and from 
postoperative symptoms secondary to 
anatomic alterations produced by surgery. 
The doubtful cases and the malignant ones 
require surgery; but both these categories 
add up to dess than half of all gastric 
ulcers. 

The incidence of gastric ulcers in rela- 
tion to duodenal ulcers is generally stated 
to be in a ratio of one to ten or twelve. 
The ratio of malignant to benign gastric 
ulcers is variously stated as being 3-20%. 
However, many reports do not distinguish 


Fig. 2. Diagrammatic representation of the classic features of benign gastric ulcer. The crater 
protrudes out from the gastric lumen. The zone of induration about it is abruptly demarcated. 
Puckered rugous folds extend right up to the crater. An incisura may be present on the opposite 
gastric wall, 

A. Vertical section of the stomach wall showing the extent of ulcer invasion. 

B. Mucous surface showing rugae radiating from ulcer crater 
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between malignant gastric ulcer and 
malignant gastric lesions in general. The 
incidence of peptic ulcer (both gastric 
and duodenal) is estimated to be 5-10% 
of the general population. All age groups 
are subject to this disease. There are re- 
ports of peptic ulceration in newborn, 
although these are quite rare. Most peptic 
ulcers oceur in patients between ages 
twenty-five and fifty. The diagnosis is 
probably missed more in children than in 
older age patients because peptic ulcer is 
not usually thought of as a disease of 
childhood. However, it does occur in these 
young patients and the diagnosis should 
be entertained in the case of a child with 
abdominal complaints. 

Treatment The first question to be 
answered in considering treatment for 
peptic ulcer is whether treatment is to be 
medical or surgical. This sometimes de- 
pends upon whether the patient is con- 
sulting an internist or a surgeon. The 
first manifestation of peptic ulcer may be 
in the form of an acute emergency from 
perforation or hemorrhage, requiring 
almost immediate surgery. Then, there is 
no choice of treatment. In most instances, 
the ulcer patient presents himself with the 
story of dyspepsia, night pain and pre- 
prandial burning relieved by food. Usu- 
ally, therapy begins with medical manage- 
ment and surgery is reserved for emer- 
genies or for intractable cases. 

Newer antacids neutralize gastric acid 
buffer the gastric contents. Some of them 
also help form a protective coating over 
the mucosa. Certain undesirable side ef- 
fects, such as constipation, have not been 
fully overcome. Among the better antacids 
are aluminum hydroxide gel, magnesium 
trisilicate, and calcium carbonate. Various 
proprietary formulas include these some- 
times with the addition of glycine as a 
buffer and magnesium peroxide to counter- 
act the constipating effect of aluminum 
hydroxide. Other antacid combinations are 
obtainable including antispasmodics and 
gastric mucin for its demulcent action. 


(Vol. 80, No. 7) JULY 1952 


The patient should be helped to under- 
stand that the antacids are merely a pari 
of his treatment regimen. Excessive intake 
of antacid may cause acid rebound and 
produce aggravation of symptoms. 

Before they seek medical advice, most 
peptic ulcer patients have already observed 
that certain foods aggravate and that other 
foods ameliorate their distress. Thus they 
suspect the importance of proper diet and 
are usually willing to try dietary, thera- 
peutic measures. It remains for the physi- 
cian to outline a regimen of frequent feed- 
ings and the avoidance of things which are 
well known to aggravate the ulcer syn- 
drome. Among such items are spices. 
caffeine. alcohol, tobacco and roughage 
foods. Any additional foods, which the 
patient already has noted to have adverse 
effect, should also be excluded. The patient 
should take mostly bland foods. However. 
almost no one will stay on a monotonous 
or tasteless diet for very long. No matter 
how eager the patient may be to cooper- 
ate, he will lose interest in an uninterest- 
ing diet, especially after symptoms dis- 
appear. That the diet should be adequate 
in protein, fat, carbohydrate and vitamins 
goes without saying. Poor nutrition is a 
definite factor in ulcer production, as 
shown both in experimental animals and 
in man. 

Snacks between meals and at bedtime 
usually aid in avoiding pre-prandial and 
nocturnal ulcer pains. Ordinarily an ulcer 
patient can eat a diet that is entirely 
adequate from a nutritional point of view 
and still avoid foods that cause him 
trouble. 

Other factors such as worry, lack of 
adequate rest, illness, etc. may cause loss 
of appetite and general malaise which 
will keep the patient from eating enough 
to maintain adequate nutrition. 

General Wealth Maintenance 01 
good general health is as important as 
any other part of treatment of the peptic 
ulcer patient. When the diagnosis of ulcer 
is first made the patient should have a 
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Fig. 3. Diagrammatic representation of the classic features of malignant gastric ulcer. The crater 
(a) does not protrude from the gastrict lumen but is actually ulceration in a tumor mass which 
is growing into the gastric lumen. The indurated area is not well demarcated and may make a 


“meniscus” (b) around the crater. Puckered 


not to the crater. 


A. Vertical section showing crater in tumor mass. 


rugal 


folds extend only to the area of tumor 


B. Mucous surface showing area of tumor with opening to crater. 


thorough examination to discover any 
other disease which may be present. Dur- 
ing the course of treatment—which may 
well last for years—of what may be termed 
the Ulcer State, regular surveys should be 
made of the patient’s general health. The 
early detection of incipient ill health may 
prevent transformation of a healed ulcer 
into an acute active ulcer. Prolonged 
follow-up with detailed examinations at 
fixed intervals is indeed the best method 
of dealing with the Ulcer State. Success- 
ful treatment of the acute ulcer crater 
does not eradicate the ulcer diathesis and 
it does not remove deleterious, environ- 
mental stresses. 

Drug Therapy In the past few years, 
at least two new classes of drugs have 
come to the fore in treatment of peptic 
ulcer. The anion exchange resin type of 
drug described by Weiss and co-authors*® 
is one class. The resin is a polyethylene, 
polyamine, methylene  substited resin 
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ground to a 200 mesh particle size. It acts 
as an adsorbent, effecting an ion exchange 
which quickly neutralizes gastric acidity. 
It is excreted in the feces without chemi- 
cal change. These authors found very few 
side reactions. In a few cases nausea or 
constipation did occur. They found no 
changes in the chemistry of blood, urine. 
or bile due to the use of the resin. Acid 
rebound did not occur in any of their 
cases. They conclude that anion exchange 
resin such as they used is a valuable ad- 
junct to treatment of peptic ulcer. This 
type drug is available in various forms 
under proprietary names. 

Attack on the peptic ulcer problem has 
also been made by use of atropine-like 
drugs. The purpose of these drugs is to 
decrease the effect of vagal stimulation of 
the stomach. Drugs used for this effect 
include atropine and belladonna as well 
as tetraethylammonium, hexamethonium, 
diphenmethanil methylsulfate and meth- 
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antheline bromide. The resultant lessen- 
ing of gastric secretion causes a decrease 
in acid and in gastric motility. These 
effects both tend to reduce pain in patients 
with active peptic ulcer. The vago- 
inhibitor drugs accomplish by medical 
means what vagotomy does by surgical 
means. The result is a “chemical vagot- 
omy.” The pharmacodynamic effect is 
not limited to the stomach and these drugs 
produce unwanted effects throughout the 
parasympathetic nervous system. Among 
side reactions, the most important and un- 
desirable are pupillary dilatation, dryness 
of the mouth, esophageal spasm, urinary 
retention, constipation, and even hypo- 
tension. The unwanted side effects may 
be lessened by judicious use of the drugs. 
Another peptic ulcer inhibitant is uro- 
enterone. This drug, also known as uro- 
anthelone, contains non-estrogenic factors 
and according to allevi- 
ates the symptoms and stimulates the heal- 
ing of crateriform peptic ulcers. Page and 
Heffner'® have reported noteworthy results 
in patients with ulcers of long duration. 
The drug is said to have shown no toxicity. 
intolerance or idiosyncrasy so far. 
Surgical Treatment Another impor- 
tant mode of treatment for peptic ulcer is 
by means of surgery. It is not within the 
scope of this discussion to describe the 
various surgical techniques employed for 
treating ulcer—that is better reserved for 
a surgical exposition. It will suffice to say 
that if surgery is to be done it should be 
done by one who is familiar with the sev- 
eral operations which have been devised 
and found helpful. Then the surgeon is 
able to chose the method best suited to 
the individual patient. Here we shall con- 
sider the indications for surgery and re- 
view some of the complications of peptic 
ulcer which require surgical intervention. 
A prime indication for surgery is sus- 
picion of carcinoma. Since carcinoma is 
extremely rare in duodenal and pyloric 
ulcer, this indication applies almost solely 
to gastric ulcers. Removal of adjacent 
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lymph nodes as well as the stomach is 
the acceptable procedure. 

Failure of an ulcer to heal after an ade- 
quate duration of good medical therapy is 
a second important indication for surgery. 
It is impossible to set a time limit for 
adequate duration of medical treatment. 
Each patient must be carefully evaluated 
regarding his natural defenses against 
ulcer and regarding his state of mind in 
reference to his ulcer and the demands 
its treatment puts upon him. Some ulcers 
appear to be truly intractable. There are 
also intractable patients who resist treat- 
ment. Such patients may have to be sepa- 
rated surgically from their ulcers as the 
only hope for cure. In the final analysis 
it will be up to the physician—in consul- 
tation with the patient—to decide what 
constitutes an adequate trial of medical 
means. 

Pyloric obstruction, due to scarring of 
the duodenal cap or pylorus, requires 
surgical relief because antispasmodic 
drugs will not relieve cicatricial obstruc- 
tion. This complication is not as frequent 
in gastric ulcer as one would expect. Even 
ulcers in the prepyloric area do not often 
produce obstruction—but carcinoma of the 
antrum may cause obstruction. 

Complications The dangerous com- 
plications of peptic ulcer are perforation 
and massive hemorrhage. Either of these 
may occur with dramatic suddenness and 
precipitate an acute emergency. Either 
of these can also lead the patient grad- 
ually into a serious state of ill health. 

Perforation in its various forms is ap- 
parently less frequent than massive hemor- 
rhage. It is difficult to arrive at a very 
accurate estimate of the incidence of per- 
foration, but by checking hospital records 
one can obtain a fair idea of its frequency. 
Approximately five to ten percent of hos- 
pital admissions for peptic ulcer are for 
perforation. The ratio of males to females 
is about ten to one both for ulcer and for 
perforated ulcer. Perforation is most fre- 
quent in the age group between twenty-five 


407 


ay 
4 
4 A 
a 
‘ = 
at 


and fifty years but perforation can occur 
at any age. The idea that bleeding ulcers 
do not perforate is untrue. Moore"? re- 
perted that at Bellevue Hospital twenty 
per cent of patients with perforated ulcers 
had had a previous episode of bleeding. 

He classifies perforated ulcers into three 

groups: 

1. Acute—a sudden free communication 
between the gastrointestinal tract and 
the peritoneal cavity. 

2. Subacute—-a slow leak which may be- 
come sealed off. This type is difficult 
to diagnose because symptoms and find- 
ings are variable. 

3. Chronic—the perforation is sealed off 
before actual leakage occurs. The per- 
foration becomes walled off in the pan- 
creas or other adjacent structures. 
The diagnostic feature of perforation is 

sudden onset of severe abdominal pain. 
Pain may radiate to the shoulders, indi- 
cating diaphragmatic irritation. The ex- 
tent of pain depends upon the amount of 
gastrointestinal contents which escapes 
into the peritoneal cavity. Usually the 
pain is excruciating. 

\ “boardlike abdomen” is the chief 
physical finding. All abdominal muscles 
exhibit extreme rigidity. Even slight pres- 
sure from palpation causes pain. If much 
air has escaped into the peritoneal cavity 
pneumoperitoneum may alter normal per- 
cussion dullness over the liver. A roent- 
genogram taken in the upright position 
can be expected to show free air under 
the diaphragm in seventy-five percent of 
cases, This x-ray sign is fairly character- 
istic. Lateral decubitus films will also 
show free air in the peritoneal cavity. 


w 


Laboratory findings are not characteristic. 
The white blood count may range from 
under four thousand to over twenty-five 
thousand. The usual count is between ten 
and twenty thousand. Fever is usually only 
moderate. 

In the differential diagnosis acute ap- 
pendicitis may easily be confused with 
perforated ulcer. The appendicitis patient 
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doesn't usually have such severe pain. 
Tenderness of appendicitis is usually in 
the mid-abdomen with fairly early locali- 
zation to the right lower quadrant. 

Acute cholecystitis produces right up- 
per quadrant pain. The cholecystitis pa- 
tient usually has a history of intolerance 
for fatty food. Cholecystitis does not 
usually have such a dramatic onset as 
ulcer perforation. 

Acute pancreatitis causes very severe 
pain and can certainly be confused with 
perforation. Elevation of the serum 
amylase early in pancreatitis is helpful in 
establishing the diagnosis. 

Some cases of perforation have been 
treated successfully without surgery. In- 
tubation, gastric suction. careful replace- 
ment of electrolytes and use of antibiotics 
is advocated. If there be a sizable open- 
ing for escape of gastric contents, surgery 
is the preferred method. The immediate 
mortality rate is slightly higher in non- 
operated cases. 

Hemorrhage from peptic ulcer may be 
so slight that the only evidence is occult 
blood in the stool while the patient is on 
a meat free diet. If the hemorrhage is 
massive it may be dramatic and terrifying 
to the patient and his family. Hemorrhage 
is a more frequent complication than 
perforation and accounts for twenty to 
thirty per cent of hospital admissions for 
peptic ulcer. 

In making a diagnosis of ulcer hemor- 
rhage, one must keep in mind other causes 
for hemorrhage in the upper gastrointes 
tinal tract. Some of the more common 
causes are: esophageal varices, carcinoma. 
hemorrhagic gastritis, and blood dys- 
crasias. The last may be diagnosed by 
laboratory methods. Often surgery is the 
only way to differentiate between one of 
the first three and bleeding ulcer. One 
must keep in mind also that patients with 
hemorrhage in the respiratory tract or 
pharvnx may vomit swallowed blood and 
thus give rise to a false suspicion of ulcer 
hemorrhage. The typical patient with 
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A. Typical x-ray appearances of gastric ulcer 
on the margin near lesser curvature. 


B. Diacrams of pathological specimens of 

a. perforating ulcer 

b. penetrating ulcer 

¢. mucous membrane erosion ulcers 
C. False impression of perforation given by 
the breaking of the mucous membrane around 


the ulcer. 
(after Barclay) 


bleeding ulcer will have a past history 
indicative of ulcer, but fifteen to twenty- 
five per cent will have no ulcer history. 
Bockus** gives an exhaustive classification 
of causes of upper gastrointestinal tract 
bleeding in his book. About eighty-five 
per cent of upper G. I. bleeding is caused 
by ulcer and most of the other fifteen per 
cent is caused by esophageal varices, car- 
cinoma, hemorrhagic gastritis and blood 
dyscrasias. 

Up to 350 ce. of blood can be lost into 
the upper gastrointestinal tract before 
symptoms are manifest. This amount of 
blood loss is readily compensated for by 
normal shifting of body fluids. The classic 
signs of hemorrhage from the upper intes- 
tinal tract are: sudden onset of weakness, 
dizziness, and shock. This may or may not 
be preceded by hematemesis. The patient 
may or may not observe tarry stools. 

There are certain biochemical changes 
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which accompany bleeding. These do not 
usually aid in the diagnosis since for the 
most part they do not appear for a day 
or two. The absorption of breakdown 
products of blood in the intestine produces 
uremia. In the absence of severe vomiting 
or renal failure, the extent of elevation 
of the blood urea nitrogen provides a 
fairly good gauge of severity of the hemor- 
rhage. There is usually oliguria and 
sometimes even anuria. Albuminuria is 
rare. The mechanism of elevation of the 
blood urea nitrogen is not understood. It 
may be a product of digestion of blood, 
as suggested above, or it may be due to 
reduction of blood flow to the kidneys with 
the fall in blood pressure. The elevation 
of the urea nitrogen appears in twenty- 
four to forty-eight hours and usually re- 
turns to normal in seventy-two hours. 

Important as it is to arrive at an estimate 
of the amount of blood loss, there is no 
accurate gauge by which to do this. 
History is unreliable for estimating blood 
loss. Direct measurement is difficult or 
impossible. Alterations of blood pressure 
and impaired physiologic functions inci- 
dent to decreased blood flow give only a 
very rough estimation of blood loss. The 
hemoglobin level falls only after there 
has been enough bleeding to cause hemo- 
dilution. The hemoglobin is nevertheless 
the most reliable and important single 
factor in estimating the amount of blood 
loss. The hemoglobin is also important 
in prognosis. Mortality rates are four or 
five times higher for patients whose hemo- 
globin is less than fifty per cent of normal. 
The best method for combatting low or 
falling hemoglobin is by transfusion of 
whole blood. 

In attempting to decide whether a pa- 
tient with ulcer hemorrhage should have 
medical or surgical treatment, one must 
keep in mind all the above factors plus 
several others which may affect the out- 
come. One of these is the age of the 
patient. Older patients are more likely to 
have arteriosclerotic vessels. This fact may 
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contribute to the severity of hemorrhage, 
the stiff arterial wall keeping the bleeding 
vessel open. Elderly patients have arteri- 
osclerotic vessels also in the kidneys, liver 
and other vital organs. Decreased circula- 
tion in vital organs due to arteriosclerosis 
is thus added to the decrease caused by 
drop in blood flow secondary to hemor- 
rhage. 

Pyloric obstruction with resultant vom- 
iting causes chloride and potassium loss. 
This complication can be corrected in part 
by adequate blood chemistry studies fol- 
lowed by intravenous electrolytes as indi- 
cated. Obstruction may force one to de- 
cide on surgical intervention. 

If the hemorrhage is not too severe, 
one may attempt a trial of medical man- 
agement. Time is of the essence and the 
patient must not be allowed to go down- 
hill so far that surgical help will be too 
late. If medical treatment is attempted. 
the patient should have absolute physical 
and mental rest. Sedation sufficient to 
allay fear and restlessness is 
While morphine sulfate has a tendency 
to incite nausea and vomiting, this effect 
is much more pronounced in ambulatory 
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patients than it is in bed patients. Small 
doses of morphine combined with bed 
rest permit the physician to make use of 
the valuable sedative properties of this 
drug. 
drugs are indicated to reduce gastric mo- 
tility and secretion. Barbiturates, metha- 


Atropine or other anticholinergic 


don, or demerol may also be valuable. 

A multitude of dietary regimens has been 
advocated for the patient with bleeding 
ulcer. The older plans included a period 
of early starvation, with the idea of giving 
the stomach a rest. Later studies indicate 
that starvation provides no rest for the 
stomach and may cause increased contrac- 
Denmark 
years ago, began to feed bleeding ulcer 


tions. Meulengracht, in some 
patients as soon as they could take nour- 
ishment. He advocates five small bland 
meals a day consisting of foods such as 


tea, oatmeal, white bread, butter, milk. 
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cocoa, abundant fluids, meat, cheese and 
eggs. This diet has produced no better 
results than the Sippy diet, but it is more 
welcome by the patients. thanks to its 
variety and palatability. Such a program 
of early feeding provides protein to re- 
place what the patient has lost through 
hemorrhage. The danger of dislodgment 
of clot by food is no greater—and may 
be less—than the danger of digestion of 
clot by acid-pepsin activity of undiluted 
gastric juice in the unfed stomach. 

Feedings of hydrolized proteins have 
also been advocated. Further use of hydro- 
lized proteins may show them to be help- 
ful in rebuilding lost protein. 

Topical thrombin has become available 
for general use and it has been advocated 
for trial in bleeding ulcer treatment. High 
gastric acidity thrombin from 
clotting 
thrombin. However, if care be taken to 


prevents 
fibrinogen and also destroys 
buffer the gastric contents with a suitable 
agent thrombin may be a help in control 
of ulcer hemorrhage. There is no present 
evidence to show that oxidized cellulose. 
fibrin foam, or gelatin sponges are useful 
in peptic ulcer hemorrhage. 

Transfusion of whole blood is of great 
importance in replacing blood loss and in 
Since cells as well 
of blood are lost 
whole blood is a 
than 


sparing body protein. 
as fluid 
through hemorrhage, 
much 
plasma. 
In spite of the best medical care, from 
five to fifteen per cent of patients with 
large hemorrhage from ulcer succumb. 
These are the patients for whom early 
surgery should be performed. To select 
the proper patients for surgery, in the 


components 


more effective replacement 


early stages, is one of the most difficult 
and dangerous decisions a physician must 
make. There is no magic formula. Each 
case must be judged on the information 
available regarding the patient’s condition 
and response to initial management. There 
is no evidence to show that the patient’s 
first hemorrhage is any less likely to be 
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fatal than a second or third. Conversely, 
repeated hemorrhages are no more likely 


to be fatal than the first unless, of course, 
the patient’s general condition deteriorates. 


Remarks 


Although much work has been done 
in an attempt to ascertain the etiology of 
peptic ulcer, a completely satisfactory an- 
swer still eludes us. Several theories, 
partially substantiated by experimental 
means, allow us to postulate that the 
onset of peptic ulcer is effected by a 
complex of factors. Chief among the 
factors are: acid-pepsin activity of gas- 
tric juice usually coupled with hyper- 
secretion; local breakdown of the natural 
resistance of gastrointestinal mucosa; a 
constitutional diathesis which includes 
physical and mental components. 

In making a diagnosis of peptic ulcer 
care should be taken to determine the 
location and type of ulcer but also to 
discover any concomitant disease so that 
the patient’s general health may be op- 
timal for his fight against the ulcer. 
Mental as well as physical health is im- 


portant. The patient's mental state has 
great influence in the ulcer diathesis. 

Long range planning is necessary in 
treating peptic ulcer. The patient should 
be helped to a basic understanding of the 
disease so he can cooperate intelligently. 
Diet, a regular life, antacids and anti- 
cholinergic drugs and ion exchange resins 
may all be employed. Surgical interven- 
tion becomes necessary at times. It may 
be needed in cases of intractable ulcers— 
or intractable patients. It is indicated in 
gastric ulcerations when there is suspicion 
of malignancy. Perforation usually re- 
quires surgery. Hemorrhage may require 
surgery. The question of medical or sur- 
gical care of hemorrhage is a grave one 
frought with considerable difficulty. Each 
case must be carefully evaluated, and if 
surgery is to be done—the earlier the 
better. 
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Clini-Clipping 


ANATOMY OF THE ANUS AND ANAL CANAL 
Endodermic Origin 


|. No pain. 
2. Poss bility of liver abcess and thrombosis of portal vein from infection. 
3. Rarely lymphadenitis of retroperitoneal nodes. | 

Superior hemorrhoidal 


Sympathetic 


Secra!l Plexus 
(Spina!) 
Middle 
Hemorrhoidal 


PECTINATE LINE > PECTINATE LINE 


Inferior 
Hemorrhoida! 


Inferior 
Hemorrhoida! 


HILTON'S LINE 


Pain. 
2. No danger of thrombosis of abdominal! vessels 
3. Possibility of lymphadenitis in inguinal nodes. 


Ectodermic Origin 
From Larkowsk! & Rosanova's 
“Hospital Staff & Office Manual.” 
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Anticoagulant Therapy 
In Myocardial Infarction 


Extensive studies have been made dur- 
ing the decade that has just ended to 
determine the influence of anticoagulant 
drugs upon thrombo-embolic disease. Data 
in many thousands of cases have proved 
that intravascular clotting and embolism 
can be prevented or favorably influenced 
by rendering the blood hypocoagulable. 
The earlier investigations were made in 
venous thrombosis and pulmonary em- 
bolism, the spontaneously occurring vari- 
eties and those arising after surgery, 
childbirth, trauma, or malignant disease. 
Subsequently attention was directed to 
cases arising in the course of medical dis- 
orders and particularly circulatory failure 
and myocardial infarction. The numerous 
reports that have been published have 
shown striking reduction in the incidence 
and extent of thrombotic and embolic 
complications so that the mortality rate 
from these most dreaded disorders has 
been significantly lessened. In chronic 
congestive failure, for example, the mor- 
tality rate of a well controlled series was 
reduced from 17% in the group in which 
anticoagulants wete not used to 9% in the 
Dicumarol treated patients. The more 
favorable results were due chiefly to the 
prevention of pulmonary embolism, 8 in 
100 of the controls having died with this 
complication demonstrable at autopsy, 
while none of the patients given Dicumarol 
exhibited clinical evidences of this dis- 
order.* 

Acute myocardial infarction presents as- 
pects of the problem of thrombo-embolism 
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which may be even more striking than 
those of other varieties of cardio-vascular 
diseases. About half of the patients who 
have acute infarction of the myocardium 
develop mural thrombosis and 15% of 
these show embolic phenomena. 

Many cases of coronary artery occlusion 
are inaugurated by subintimal hemor- 
rhage.” It has been clearly demonstrated, 
however, that this bleeding is not aggra- 
vated by blood rendered hypocoagulable 
by anticoagulants. A reason for this seems 
to be that leakage of blood into the intra- 
mural space of a vessel is promptly limited 
by clotting because of the high concentra- 
tion of coagulating substance which 
abounds in the vascular walls. 

The various clinical studies on anti- 
coagulation in acute myocardial infarction 
have revealed significant reductions in the 
frequency of thrombo-embolism occurring 
in the course of this disease. The fact 
that emboli may arise from mural thrombi 
as well as from peripheral venous thrombi 
emphasizes the importance of anticoagu 
lant therapy in acute myocardial infarc 
tion. The extensive clinical studies have 
shown significant reduction in mortality 
due to lessened frequency of thrombosis 
and embolism. In the largest series in- 
vestigated about 25% of patients who did 
not receive anticoagulant treatment de- 
veloped one or more thrombo-embolic 
complications, while 11% of the Dicumarol 
treated patients had at least one such 
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complication.» A more recent report by 
others claims restriction in the extent of 
the thrombotic process in the coronary 
arteries also. 

In studying a disease notoriously vari- 
able in its clinical patterns as acute myo- 
cardial infarction, it is difficult to decide 
whether or not anticoagulant treatment 
alters the general picture of the disorder 
Nevertheless, by virtue of the fact that 
thrombo-embolism can be avoided by 
rendering the blood hypocoagulable and 
regardless of the basic disease, it seems 
desirable therapy to administer anti- 
coagulants in every case in which thrombo- 
embolic complications are apt to arise. 
It is a well established fact that the pres- 
ence of one thrombotic episode increases 
the tendency in the patient to develop 
additional thromboses. At least one con- 
tributing factor may be the accompanying 
hypercoagulability of the blood. This is 
not to be interpreted as evidence that 
thrombus formation is a consequence 
solely of accelerated clotting. Thrombus 
formation results from the interaction of 
a number of factors in which increased 
may or may not play a 
contributory role. On the other hand 
intravascular clotting is a sine qua non 
in thrombus formation and it is because of 
this that anticoagulation inhibits or limits 
thrombosis and it is because of this fact 
also that anticoagulant therapy should be 
administered in all diseases in which 
there is a thrombotic compenent, unless 
contraindication for the drugs existe. 

In patients cver fifty years of age anti- 
coagulant treatment is especially impor- 
tant because the incidence of thrombo- 
embolism rises sharply in the older age 


coagulability 


groups.* 

Thus, in the overall picture of the 
therapy of acute myocardial infarction 
regardless of the apparent severity of the 
disease anticoagulants should always be 
administered unless there is contraindica- 
tion for the therapy or unless laboratory 
facilities for the control of the treatment 
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are inadequate. The occurrence of 
thrombo-embolism in 6% of patients with 
myocardial infarction in whom the blood 
was rendered hypocoagulable as opposed 
to 25% in a control series of equivalent 
size, is evidence of the effectiveness of the 
treatment. 

Some workers believe that mild cases 
of acute myocardial infarction do not 
require anticoagulant therapy. Such think- 
ing may prove contrary to the patient’s 
interest. It should be borne in mind that 
at least in the present state of our knowl- 
edge of the mechanism underlying the 
favorable antithrombotic effect exerted by 
the clotting inhibitors, that the chief rea- 
son for rendering the blood hypocoagula- 
ble is to prevent thrombo-embolism and 
since the development of such complica- 
tions, especially in acute myocardial in- 
farction, is unpredictable and since they 
are most likely to appear during the 
period when the previously active patient 
is confined to bed, then it seems in the 
patient’s interest to administer anti- 
coagulants at least until such time when 
the patient resumes an ambulatory status. 

A 68-year-old man, while doing some 
odd jobs around his home, was seized 
suddenly with a sharp pain across the 
chest which lasted for about half an hour. 
He ceased working and on the next day 
was examined by a clinician who made an 
electrocardiographic tracing and _ estab- 
lished the diagnosis of posterior wall 
myocardial infarction. There occurred no 
fall in blood pressure, the temperature 
was normal, and there was no recurrence 
of the pain. The patient was put to bed 
and because of the apparent mildness of 
the attack anticoagulants were not ad- 
ministered. During the following three 
days the patient remained asymptomatic 
and the cardiac episode was described as 
“insignificant.” On the fourth day the 
patient suddenly developed symptoms of 
acute embolism to the lung and expired. 

This experience is described to empha- 
size the fact referred to above that the 
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development of venous thrombosis and 
pulmonary embolism may be unpredictable 
and that despite the apparent mildness 
of the cardiac episode and the paucity of 
clinical findings the possibility remains 
nevertheless that thrombo-embolic compli- 
cations may appear suddenly and give rise 
to catastrophic consequences. It is, there- 
fore, stated unequivocally that anticoagu- 
lant treatment is indicated in acute myo- 
cardial infarction because of the relatively 
high frequency and unpredictability of 
thrombo-embolic complications. 

In addition to their use in acute myocar- 
dial infarction, anticoagulants have been 
employed in long term treatment. In 
patients who exhibit evidences of coronary 
artery insufficiency and in whom it may 
be expected that occlusion might be immi- 
nent or in those patients who have re- 
covered from one or more attacks of 
myocardial infarction and in whom an 
attempt is made to prevent additional 
closure, it is believed to be worth while 
to administer an anticoagulant drug, chiefly 
Dicumarol, for months or years. The treat- 
ment has been used successfully over 
extended periods in other disorders to 
prevent embolism, especially in auricular 
fibrillation. This latter will not be dis- 
cussed at this time except to point out that 
the appearance of the arrhythmia in acute 
myocardial infarction makes the need for 
anticoagulation imperative. The use of 
anticoagulants in congestive failure has 
been referred to above. 

The writer has observed the occurrence 
of acute myocardial infarction in several 
patients who were at the time anticoagu- 
lated within the accepted therapeutic 
range. It is important to note, however, 
that in none of these patients was the 
attack dramatic in onset, nor did evidences 
of peripheral vascular collapse, shock, or 
hypotension appear nor was there need 
for heroic measures to tide over the acute 
episode. In each instance the seizure ap- 
peared insidiously. Because the accom- 
panying symptom pattern in acute myo- 
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Fig. 1. Diagnosis: Venous thrombosis and pul 
monary embolism in a patient with circulatory 
failure. Illustrating prothrombin response to 
therapy maintained for one month by intermit 
tent dosage method. The response to the initia 
dose was excessive and vitamin K was given to 
reduce it to a safe range. Note the effective- 
ness of vitamin K (water-soluble “Hykinone’’). 
The prothrombin time was purposely allowed to 
recover to normal before the second dose was 
given. No re-thrombosis occurred. The response 
to the second dose was adequate and typica 
When the prothrombin time of the whole plas- 
ma fell to 25 seconds and the diluted plasma 
to 65 seconds, the third dose was given fol 
lowed by typical response. Note that only 
three doses were needed for one month's treat 
ment. It is apparent from this curve that after 
the patient's pattern of response is known that 
prothrombin time estimations may be made 
every other day without hazard. 


cardial infarction may differ strikingly 
from patient to patient no claim can be 
made that the severity of the attacks in 
the patients referred to was attenuated by 
the blood having been anticoagulated at 
the time the infarction occurred. However, 
the observations are worthy of note never- 
theless and it will be interesting to see 
what future experience will record. It 
should be noted further that in general it 
appears the clinical progress after acute 
myocardial infarction may be decidedly 
more favorable when the blood is rendered 
hypocoagulable than when this is not 
achieved. The elimination of thrombo- 
embolic complications undoubtedly con- 
tributes to the smoother convalescence. 
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Anticoagulant Therapy There are 
two phases of the treatment: (1) During 
the actute stage when active anticoagula- 
tion is required at a high level and (2) 
prophylactic stage when moderate anti- 
coagulation is sufficient. 

In the first stage, if immediate antico- 
agulation is needed, heparin should be 
given and continued for about 24 hours 
depending upon the clinical conditions 
which prevail. The oral anticoagulant is 
given at the same time so that its effect 
becomes manifest by the time the heparin 
is withdrawn. 

At the present time Dicumarol is the 
oral anticoagulant of choice because ex- 
perience with it has been very extensive 
and its behavior in the body is best under- 
stood.” The medication demands reliable 
estimation of the prothrombin time to 
properly control the dosage. A thrombo- 
plastin reagent should be used which is 
uniform and of standardized optimum 
activity. The method advocated by the 
author is the LINK-SHAPIRO modifica- 
tion of the Quick one-stage technique. 
Estimation of both whole and saline 
diluted (12.5%) plasma is recommended 
because it reflects the changes sooner than 
if whole plasma only is employed and be- 
cause it reveals the activity of naturally 
produced inhibitors or accelerators present 
in the plasma.® 

The results should be reported in sec- 
onds.? The thromboplastin used by the 
writer is a lyophilized extract which re- 
quires only the addition of water to be 
made ready for use. It is known as Sim- 
plastin*® and eliminates the chief sources 
of technical error in making estimations 
of prothrombin time. 


Dicumarol Administration The 
dosage method used successfully by the 
author during the past ten years is known 
as the intermittent method of Dicumarol 
administration. This schema employs a 


* Trademark of Chileott Lebereteries, Morris Plains 
New Jersey. 
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relatively large “priming” dose in order 
to insure adequate initial response. Serial 
estimations of the prothrombin time reveal 
the pattern of hypoprothrombinemia and 
further Dicumarol dosage is given only 
after the maximum rise in prothrombin 
time has passed. When the prothrombin 
time has commenced to fall the second 
dose is given. Dicumarol is not given when 
the prothrombin time is rising. This rule 
holds true even if the level of induced 
hypoprothrombinemia is not within the 
therapeutic range. After the second dose is 
given and the prothrombin time again be- 
comes prolonged the next dose is given 
when the peak prothrombin time is passed 
and the prothrombin time is falling to- 
ward normal as after the earlier dose. In 
this way the clinician always knows which 
dose is inducing the existing hypopro- 
thrombinemia and that a falling pro- 
thrombin time will become reduced toward 
normal until another dose of Dicumarol is 
given. Cumulation of the drug and its ac- 
companying hazard of hemorrhage are 
eliminated by this method of administration. 
The frequency of doses varies from patient 
to patient because of differences in rates 
of disposition of the drug and reactivity 
of the prothrombin producing mechanisms. 
This is judged by the curve of the serial 
estimations of prothrombin time. 


Magnitude of Initial Dose The size of 
the first dose is determined by whether 
the drug is given for active or for pro- 
phylactic therapy. If thrombosis is present 
the drug is given to achieve both effects: 
to control the disease and to prevent de- 
velopment of further thrombosis. The ex- 
tent of anticoagulation required under 
these conditions is greater than if the drug 
is given only for prophylactic purposes. 
Thus, in active thrombo-embolic disease 
the initial dose recommended is 8-10 mg. 
per kilo, while the prophylactic dose is 
about 5 mg. per kilo. 

The purpose is to prolong the pro- 
thrombin time to about twice (or slightly 
above this) the normal prothrombin time 
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in the whole plasma, and to about three 
times normal in the diluted (12.5%) 
plasma. It must be borne in mind that in 
the presence of excess activity of ac- 
celerators the whole plasma prothrombin 
time will be relatively short in comparison 
with the diluted plasma prothrombin time, 
and if excess activity of spontaneously 
produced inhibitors is present, the whole 
plasma will be relatively prolonged.’ 
In general, however, the therapeutic hypo- 
prothrombinemia desired initially is about 
twice normal (or slightly above this) in 
the whole plasma and about three times 
normal in the diluted (12.5%) plasma.* 

Subsequent Doses If the prothrombin 
response to the first dose is excessive or 
inadequate, the magnitude of the second 
dose is adjusted accordingly. The danger 
of hemorrhage as a consequence of acci- 
dental excessive hypoprothrombinemia is 
remote because bleeding very rarely accurs 
in acute hypocoagulable stages following 
a single dose. Since no additional dose of 
Dicumarol is given at the time, cumula- 
tion cannot occur and the prothrombin 
time will fall unless prolonged by another 
dose. If at any time the extent of the hypo- 
prothrombinemia should be too marked, 
vitamin K can be administered and this 
will reduce the prothrombin time to a 
safe range. By pursuing this dosage 
method the clinician can intelligently in- 
terpret and control the behavior of the 
induced hypocoagulability. At all times 
he is able to shift it in one direction or 
the other depending upon the needs of the 
patient. The interval between doses is 
substantially longer than by other dosage 
methods. Frequently three doses suffice 
for one month’s treatment (See Fig. 1). 

Newer Anticoagulant Drugs Sev- 
eral new oral anticoagulant agents have 
been introduced within the past few years. 
Because of the lack of predictability of 
response to Dicumarol these drugs were 


*The standards by the Link-Shapiro method are: 
Whole Plasma (mean) 15 seconds. Diluted (12.5% 
Plasma (mean 37.5 seconds.) 
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heralded with considerable enthusiasm fer 
it was believed that these excelled in this 
respect. Two drugs, Tromexan (4,4' dioxy- 
coumarin acetic acid) and Danilone 
(phenylindanedione) are said to exhibit 
more prompt responses and shorter dura- 
tion of effect. Experience with Tromexan 
has revealed its effect to be unpredictable 
similarly to Dicumarol. It is considerably 
weaker than the original drug and must 
be given in doses about five times as large 
as Dicumarol and doses are given at least 
twice daily requiring more nursing super- 
vision and creating greater room for error. 
The drug is more costly than Dicumarol, 
milligram for milligram, which may be 
an item of considerable magnitude in some 
cases. Physiologic studies have demon- 
strated that it is more difficult to control 
Tromexan at a maintenance level because 
of the frequency and unpredictability of 
shifts of prothrombin time. It is not suited 
for use by intermittent dosage methods 
described above. Hemorrhage has been 
observed after Tromexan probably be- 
cause of the need for continuance of 
maintenance levels and the use of high 
dosages. It is more rapidly disposed of 
by the body than is Dicumarol.* 

Danilone has been used on a relatively 
limited scale. It is said to simulate Tro- 
mexan in its behavior.®:?° 

A third drug, Cumopyran (3, 4-(2’- 
-dihydropyra- 
nocoumarin) has been used recently on 
an increasing scale. It is about twice as 
potent as Dicumarol, it seems to have a 
higher degree of predictability of response 
and it can be controlled with possibly 
greater ease than Dicumarol. Contrary to 
the other two newer anticoagulants men- 
tioned, it is very well suited for the inter- 
mittent dosage method and according to 
the experiences of the various workers it 
is of a lower order of magnitude than 
Dicumarol in_ its 
tendency. In the writer’s experience Cumo- 
pyran and Dicumarol are the oral anti- 
coagulants of choice.'':'* 


hemorrhage-inducing 
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Extensive studies with anticoagulant 
therapy have proved that thrombosis and 
embolism can be prevented or favorably 
influenced by rendering the blood hypo- 
coagulable. 

In acute myocardial infarction sub- 
stantial reduction in mortality has been 
accomplished by the administration of 
Dicumarol. The reduction in death rate 
appears to be due to the elimination of 
thrombo-e li which is common in 


the disease, because it may arise from 


either the venous system or from the 
mural endocardium. 


The value of the therapy in long-term 
treatment to prevent myocardial infarc- 
tion must be determined by further study. 


The intermittent method of Dicumarol 
administration advocated by the author is 
described. The newer oral anticoagulants 
are discussed. 


The importance of reliable estimation 
of prothrombin time is emphasized. 
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Local Burn Therapy 


A new method and application for the 
treatment of burns consisted in the appli- 
cation of a sterile gel composed of par- 
tially hydrolyzed casein, sodium lactate. 
and sodium lauryl sulfate in a layer about 
1/16th inch thick to the burned area. 
Course meshed, 4-ply gauze impregnated 
with zine actate is applied length-wise and 
bound with an elastic bandage. The gel 
soon sets and covers the burned area with 
an adherent, impervious, protective mem- 
brane. 

According to Spangler in U. A. F. 
Med. J. [3:105 (1952) ] this treatment has 
several advantages over other known local 
treatments. The treatment was applied to 
22 unselected cases. Infections of the 
burned area were not encountered in any 
cases where the dressing was applied 
promptly after injury. The loss of serum 
is prevented, pain is ameliorated, and the 
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elasticity of the dressing permits the pa- 
tient to attend to many of his own needs. 
Burned areas heal more quickly and third 
degree burns are self-debrided and ready 
for split grafts within 12 to 14 days. 


Esophageal Obstruction Due to 
Methylcellulose 


Complete obstruction of the esophagus 
was caused by the lodgment of 3 coated 
methylcellulose tablets in the throat of an 
elderly man. The tablets were taken for 
constipation but became lodged in his 
throat. A choking sensation followed. A 
gelatinous mass was finally removed by 
means of an esophagoscope and forceps 
under thiopental and curare anesthesia. 
Belmont reported in J.A.M.A. [148:372 
(1952) ] that all of the distressing symp- 
toms of choking and smothering were 
alleviated following the removal of the 
mass. No further ill effects were noted. 
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’ Coarctation of the aorta is rather a com- 
mon congenital cardiovascular abnormal- 
ity, yet the diagnosis is not so frequently 
made in infancy as in early childhood. 
This cardiovascular abnormality is said to 
be a common cause of heart failure in 
infancy.' However, many of the patients 
with this congenital defect reach adult 
life before a diagnosis is made. Gross 
states that 40 per cent of all patients with 
a coarctation die between the tenth and 
the thirteenth year of life and that 60 
per cent die by the fourteenth year. The 
recent advances in cardiovascular surgery 
make the diagnosis of coarctation a mat- 
ter of utmost importance. This is a con- 
genital lesion in which the diagnosis can 
be made with certainty during life with 
nothing more than a stethoscope, ordin- 
ary blood-pressure apparatus. and palpa- 
tion of the radial and femoral arteries. 

One is impressed with the paucity of 
symptoms exhibited by the average child 
with a coarctation. Growth and develop- 
ment is usually normal and the only com- 
plaints are those of headache and vague 
leg pains. These children are usually in 
such excellent physical condition that it is 
dificult for the parents to realize fully 
the seriousness of the malformation. 
Physical examination reveals a well de- 
veloped, well nourished child, with a 
heart of normal size. On auscultation a 
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soft systolic murmur is present over the 
precordium, but posteriorly over the left 
chest a harsh systolic murmur is audible. 
The radial and temporal pulsations are 
marked and the femoral pulsations are 
diminished or absent. On taking the 
child’s blood-pressure a hypertension is 
present in the arms and hypotension in 
the legs. 

Notching of the ribs so characteristic 
of coarctation in adults is rarely seen on 
the roentgenograms in children. 

The electrocardiograms are usually 
normal or may show left ventricular pre- 
ponderance. 

It should be stressed again that the diag- 
nosis of coarctation is made on clinical 
examination and it is not necessary to re- 
sort to special procedures to make the 
diagnosis. 

The ideal time for surgical correction 
is between the ages of 7 to 9 years. Surg- 
ery should be done in infancy only as a 
life saving measure.* There are several 
types of surgical corrections possible for 
patients with a coarctation of the aorta. 
In the patients who have a short coarcta- 
tion it is usually possible for the surgeon 
to remove the constricted segment and 
anastomose the ends of the aorta. In 1945 
both Crasferd and Gross successfully 
operated on patients with coarctations 
using this method.*° In some instances 
the coarctation may be of such length 
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that its removal] will not permit a direct 
end-to-end anastomosis of the remaining 
aorta. In such instances a subclavian by- 
pass type of operation or the use of a hu- 
man arterial graft is necessary. In 1947 
Clagett reported the first surgical correc- 
tion of a coarctation using the subclavian 
by-pass type of operation.* This procedure 
consists of severing the left subclavian 
artery and anastomosing it in an end-to- 
side fashion to the aorta below the area 
of coarctation. While this operation is 
feasible in many instances it does not 
result in a sufficient lowering of blood 
pressure. Cross in 1948 reported the first 
successful use of human arterial grafts.’ 
This procedure is the one of choice when 
the area of aortic constriction is long and 
its removal will not permit the free ends 
of the aorta to be anastomosed. 


Clini-Clipping 


Summary 

Coarctation of the aorta is a common 
type of congenital cardiovascular ab- 
normality. Its presence can be detected 
in infancy and early childhood by a com- 
plete physical examination including pal- 
pation of the radial and femoral arteries 
and the routine determining of blood 
pressures in the arms and legs. This is a 
lesion that can be cured by surgery, the 
ideal time for operation being between 
the ages of 7 to 9 years. 
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Surgical treatment of ganglion. 


Excision of 
ganglion. 


Closure of the 


wound 


with mat- 


tress sutures. 


From Larkowski and Rosanova's 
“Hospital Staff and Office Manual” 
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Hoarseness 


and Cancer 
of the Larynx 


Hoarseness may be one of the most mis- 
leading symptoms that one encounters in 
medicine. It can be of very minor sig- 
nificance as in the case of a plug of te- 
nacious mucus on the vocal cords or it 
can be of very major significance as the 
symptom which ushers in cancer of the 
same cords. 

The physician in general practice en- 
counters hoarseness frequently in its acute 
and chronic phases. As it disappears so 
quickly in acute non-specific laryngitis 
and is present for such long periods of 
time in cases of chronic non-specific laryn- 
gitis without subjecting the patient to any 
apparent hardship, familiarity may breed 
contempt, and the practitioner and the 
patient may come to regard this symptom 
lightly. How wrong one can be in adopt- 
ing this attitude toward hoarseness is in- 
dicated by the number of cancers of the 
larynx which present themselves too late 
to be benefited by surgery, x-ray, or any 
other type of therapy. It cannot be stressed 
too often that hoarseness is a symptom of 
extreme importance. The human race is 
indeed fortunate to have it as the present- 
ing symptom in cancer of the vocal cords. 
We should make the most of this circum- 
stance by instituting a thorough and com- 
plete investigation into the cause of every 
case of hoarseness. 

In order to do this, visualization of the 
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larynx in its entirety is essential. This 
can be accomplished in most cases by 
using a laryngeal mirror and reflected 
light. The procedure is comparatively a 
simple one and can be incorporated very 
readily into the routine of the physician 
in general practice. It is described by 
Kernan’ as follows: 

The patient is seated opposite the ex- 
aminer with the light about opposite the 
patient’s left ear. The examiner sits fac- 
ing the patient with a head mirror over 
his right eye and with the mirror so ar- 
ranged that the pupil of the right eye is 
opposite the central opening in the head 
mirror so that binocular vision is obtained. 
The examiner then grasps a laryngeal 
mirror (size #4 or 5) in the right hand, 
pencil-fashion, at about the junction of 
the handle and the shaft of the mirror 
and warms it by dipping it in a bowl of 
hot water wiping it dry afterward, or by 
heating over an alcohol lamp or an elec- 
tric light bulb. He should be sure that 
the mirror is not so hot that it is uncom- 
fortable to touch. The tip of the patient's 
tongue is then held between the thumb 
and forefinger of the examiner’s left hand, 


* Associate Otorhinolaryngologist, Roper Hospite!: 
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of Otology and eaneerveneteey. Medica! College of 
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the thumb being on top. The mirror is 
then introduced into the mouth over the 
dorsum of the tongue so that the back of 
the mirror presses the uvula up and back. 
The beam of light from the electric light 
is reflected by the examiner's head mirror 
on the laryngeal mirror and is directed to 
the various parts of the larynx and hypo- 
pharynx by altering the angle of the 
laryngeal mirror. Usually it is necessary 
to look at the larynx several times before 
a composite picture is obtained. Some 
patients relax readily and a full view of 
the larynx can be obtained rather easily: 
others require a spray of 2© Pontocaine 
to diminish the gag reflex. If the patient 
is asked to open his eyes and look at some 
fixed point such as the hole in the head 
mirror, relaxation is sometimes increased. 
During the examination the patient should 
first breathe easily, then say E-e-e-e, not 
moving the tongue when this is done. This 
will cause the epiglottis to move forward 
and the anterior commissure can then be 
visualized. Also the patient should cough 
and laugh several times during the pro- 
cedure, as this will aid in the complete 
visualization of the anterior commissure. 
a frequent site of cancer of the larynx. 


Having obtained a view of the larynx. 
one would expect to find in acute hoarse- 
ness an acute diffuse inflammation and 
edema of the cords. In adults this acute 
laryngitis is a self-limited disease, usually 
of only a few days duration. However, in 
children, where the diameter of the air- 
way is smaller and where the mucous 
membrane is more loosely attached to the 
underlying structures, the danger of 
edematous tissues blocking the airway is 
much greater and the prognosis is corre- 
spondingly more serious. In the more se- 
vere cases a tracheotomy may even be 
necessary. 

In chronic hoarseness the following are 
the etiological factors in the order of their 
frequency (according to Damitz and 
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. Voeal cord paralysis 
. Chronic non-specific laryngitis 


w 


Benign neoplasms 
. Carcinoma 


. Tuberculosis 
. Syphilis 
Miscellaneous 


If one finds vocal cord paralysis as the 
cause of chronic hoarseness. further inves- 
tigation should be made to determine the 
chest 


cause of the paralysis. such as 


x-rays, fluoroscopic examinations of the 


esophagus with barium, etc. In the article 


quoted above the authors reported that 
54.9% of the cases of vocal cord paralysis 
followed thyroid surgery. 

In cases of chronic non-specific laryn- 
gitis careful examinations of the sinuses. 
tonsils, and lungs should be carried out 
in an effort to discover any possible chron- 
ic involvement in these primary sites. 

Tuberculosis of the larynx is almost 
invariably secondary to pulmonary tuber- 
culosis, and a search for the primary site 
should be undertaken, if the diagnosis has 
not been made previously. 

Syphilis of the larynx is usually mani- 
fested in the form of a gumma. It must 
be remembered that tuberculosis, syphilis. 
and cancer or any combination of the three 
may co-exist. 

If a tumor is found during the course 
of the laryngeal examination, the patient 
should be referred to a competent laryn- 
gologist and the decision as to whether 
or not to make a biopsy should be left to 
his judgment. 


Concerning cancer of the larynx it 
should be recalled that 4 to 5 per cent of 
all cancers involve the larynx. Ninety- 
seven per cent of cancers of the larynx 
affect males over 40 years of age. Ninety- 
seven per cent of cancers of the larynx 
are of the squamous cell variety. Adeno- 
carcinoma and lymphosarcoma make up 
the remaining three per cent. 

Cancer of the larynx may be classified 
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according to location as either intrinsic or 
extrinsic. The intrinsic variety involves 
the true cords. The extrinsic variety in- 
volves the other laryngeal structures either 
primarily or secondarily from neighboring 
areas. The importance of this classifica- 
tion lies in the fact that the lymphatic 
drainage from the true cords is by way 
of a more or less closed system and thus 
metastases from a malignancy located here 
develops late. On the other hand lym- 
phatics from other portions of the larynx 
intercommunicate freely and so metastases 
from extrinsically located lesions occur 
early. 

Eighty-five per cent of all cases of 
cancer of the larynx are intrinsic. This is 
iertunate because hoarseness is an early 
symptom in cancers in this location and, 
as noted above, metastases occur late. 
Therefore with an obvious sign which con- 
stantly directs the attention of the patient 
to his larynx he is given the opportunity 
of having an adequae investigation before 
the lesion is too far advanced. In addi- 
ton to this, since intrinsic cancer of the 
larynx is inclined to late metastasis, sur- 
gery is given a greater opportunity to 
eradicate the malignant growth completely. 

The cause of cancer of the larynx is 
shrouded in as much mystery as is car- 
cinoma elsewhere in the bedy. Chronic 
irritation which is frequently blamed as a 
causative factor in cancer elsewhere in the 
body cannot be indicted as a cause here. 
Tobacco and voice strain, the two most 
frequent causes of chronic laryngeal irri- 
tation, have been investigated by Martin® 
at Memorial Hospital in New York. He 
found that the per cent of heavy smokers 
who had cancer of the larynx about 
equalled the number of heavy smokers 
who had no cancer of the larynx. He also 
found that of the numerous patients re- 
ferred for voice strain (singers, teachers. 
hucksters, auctioneers, etc.) and who had 
frequent follow-up examinations for many 
years, only two developed carcinoma of 
the larynx. 
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Once a biopsy is obtained which reveals 
the presence of malignancy, no time 
should be lost in instituting the proper 
therapy. The general consensus of opin- 
ion in the majority of the clinics is that 
radical surgery provides the best approach 
to the problem, especially if the lesion is 
detected before metastasis has occurred. 
Another school of thought. among whose 
members are Cunning,‘ Garland.’ and 
Lenz.* advocates the use of x-ray therapy 
alone and reports a percentage of cures 
in early and late cancers of the larynx 
comparable to that obtained by surgery 
alone or surgery followed by x-ray ther- 
apy. 


If surgery is in order and if only one 
cord is involved and the cord remains 
motile, indicating that the arytenoid is not 
as yet involved, then a laryngofissure is 
the procedure of choice. This consists of 
a midline neck incision from the hyoid 
bene to the suprasternal notch, splititng 
the thyroid cartilage in the midline, and 
submucous resection of the involved cord. 
This is usually done under a local an- 
esthetic. 

If both cords are involved, a complete 
laryngectomy should be done. If only one 
cord is involved but is partially or com- 
pletely fixed, indicating extension into the 
arytenoid articulation, a complete laryn- 
gectomy should be done. If in addition, 
one finds cervical node enlargement, then 
besides a complete laryngectomy, one 
should also do a block neck dissection on 
one or both sides. This may be followed 
by x-ray therapy. 

The complete laryngectomy is also usu- 
ally done under local anesthesia. The 
procedure, briefly, as performed by Clerf.” 
is as follows: A midline incision is used, 
the larynx is freed of its muscular attach- 
ments, the pharynx is opened, the larynx 
is then dissected free posteriorly and is 
amputated from the trachea just below the 
cricoid. The wound is closed in layers, 
with special care as to the closure of the 
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pharyngeal mucosa so as to prevent the 
formation of a fistula. 

After the removal of the larynx the pa- 
tient is encouraged to develop an esoph- 
ageal voice. Martin® states that this is 
best accomplished by teaching these in- 
dividuals in a group, the teacher being a 
laryngectomee who has developed a good 
esophageal voice. Speech is produced in 
an individual with a normal larynx by the 
interruption of a column of air by the 
vocal cords alternately approximating and 
relaxing. This produces vibrations in the 
column of air and this sound is molded 
into speech by the tongue, lips, etc. In a 
laryngectomee the column of air has been 
trapped in the esophagus and is liberated 
by belching. This column is interrupted 
by the approximation of the free borders 
of the cricopharyngeus at the upper open- 
ing of the esophagus and this vibrating 
column of air is molded into speech by 
the lips and tongue as before. The only 
things that are different is that the source 
of the air is the esophagus instead of the 


Value and Hazards of Intravenous 
Procaine Amide Therapy 

Stearns, Callahan and Ellis reported in 
J.A.M.A. [148:360 (1952)] that the re- 
sults of their study indicated that the pre- 
dominant clinical effects from the intra- 
venous administration of procaine amide 
were alteration of susceptible cardiac 
arrhythmias and decrease in arterial blood 
pressure, the latter effect constituting a 
serious hazard. 

The initial infusion rates of procaine 
amide were between 25 and 100 mg. per 
minute to 33 patients with ventricular 
and/or supraventricular arrhythmias. 
Ventricular tachycardia, multiple ectopic 
ventricular beats, and auriculoventricular 
nodal tachycardia responded well to the 
therapy. Supraventricular arrhythmias, 
other than nodal tachycardia, responded 
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lungs and the lips of the cricopharyngeus 
muscle, instead of the vocal cords, set the 


column of air in vibration. 


Summary 


Hoarseness and its importance in re- 
lation to cancer of the larynx is discussed. 
The physician in general practice who is 
our first line of defense in the majority 
of cases of hoarseness is urged to be on 
the alert in making a complete examina- 
tion of the larynx in all cases of hoarse- 
ness. Therapy of cancer of the larynx i+ 
considered briefly. 
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less strikingly than ventricular arrhyth- 
mias. Systolic and diastolic blood pressure 
falls associated with signs and symptoms 
of collapse occurred in 14 of 33 patients. 
Phenylephrine successfully counteracted 
procaine amide induced hypotension in 5 
of 6 patients. Electrocardiographic 
changes were rarely produced by procaine 
amide therapy. Acute asthmatic attacks 
were precipitated in 2 of 4 asthmatic pa- 
tients given procaine amide. 

The authors concluded that procaine 
amide infusion rates should be below 100 
mg. per minute, and, because significant 
hypotension is produced in spite of slow 
infusion rates, the drug should be ad- 
ministered intravenously only to patients 
with susceptible arrhythmias when im- 
mediate conversion is highly desirable. 
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Rethinking 
Old Problems 
in Urology 
FRANK S. SCHOONOVER, JR., M.D., F.A.C.S.* 


This presentation does not propose to 
be a finished scientific paper on the sub- 
ject but rather a chatty, informal one, 
admittedly fragmentary, based on my own 
thinking and experience. Our general and 
special medical literature, to say nothing 
of that of the basic sciences, is too vo- 
luminous for us to read it all with the time 
we have available for study. Because that 
is so, there may be some value, perhaps 
some stimulation, in such a quick review 
of a large field and, there is appended a 
selected recent bibliography where one may 
get more detailed information. 

It is increasingly apparent that the 
physiology of the whole body is involved 
in most urological problems. Bright's 
disease is one illustration of this fact. We 
shall lump many general physiological 
disturbances with the common denomi- 
nator of the progressive destruction of the 
kidney function, leading to renal insufhi- 
ciency, uremia and death. We might well 
list such things as acute hemorrhagic 
nephritic infection and arteriosclerosis. 
urinary obstruction both congenital and 
acquired, together with the complications 
of calcareous disease, renal abscesses, peri- 
nephritic infection and arteriosclerosis. 
They all imply destruction of essential 
renal functioning elements, the glomerular 
and tubular systems. The insult may start 
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at either end of the filtering system, as 
glomerular inflammation and secondary 
tubular loss of function, or as tubular or 
inter-tubular inflammation, with secondary 
glomerular loss of function. Under the 
first type of inflammation, we have usually 
thought of bichloride of mercury, strepto- 
coccal infections and progressive arterio- 
sclerosis but have learned the hard way 
about periarteritis related to our “cure 
all” drugs, the sulfas and the antibiotics. 
The thinking about their reaction is prob- 
ably related to a general allergic response 
of the body, as similar reactions can be 
found in other organs including the skin. 
The finding of tubular mechanical block- 
ing by precipitated sulfas was dramatic 
but relieved by the finding of less pre- 
cipitable sulfas such as sulfadiazine and 
Gantrisin. However, the allergic responses 
to the various antibiotics is less well dis- 
criminated. We are still largely treating 
urinary infections empirically, although 
progress is being made slowly in the selec- 
tion of the therapeutic agents before use. 
by culture and sensitivity studies. These 
last are not perfect but are endeavors 
again in the direction of greater accuracy. 

Speaking of accuracy, our renal func- 
tional studies have made little progress. 


* Certified Urologist; member of American Urolog 
ical Association. 
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There is no accurate discriminating test 
of glomerular as contrasted to tubular 
function. I am not positive that this is of 
great importance in view of the fact, that 
the total renal function is usually our 
concern. While excretory studies with 
dyes, Diodrast and other contrast media 
give us a rough idea of the state of affairs, 
studies of the blood chemistry, notably the 
non-protein nitrogen and urea nitrogen, are 
our mainstays in revealing serious renal 
loss of function. 

The studies of electrolyte excretion and 
retention, in particular sodium and_ po- 
tassium, together with an understanding of 
the plasma acid base, plasma protein and 
intercellular and intracellular water-elec- 
trolyte balances, have undoubtedly saved 
lives, by avoiding actually drowning our 


patients with intravenous saline solution 


as we have in the past. 

The post-operative and even preopera- 
tive use of whole blood transfusions is 
being given a more discriminating ap- 
praisal on several counts. It is true that 
shock due to blood loss can be anticipated 
and prevented by transfusions. It is equally 
true that transfusions in the preparation 
of toxic and anemic patients are more 
frequently used, but, with all of our care 
in cross matching, Rh studies and pyrogen 
free apparatus, we are still killing people 
with transtusions. This is a general medi- 
cal problem and cannot be given detailed 
appraisal here. Let us leave it at the fact 
that transfusion has very definite dangers, 
only some of which are understood. 

Hypertension, as related to the kidney, 
is in the process of being reappraised. 
Thirty years ago the secondary contraction 
of the kidney, from nephritis of whatever 
cause, was accepted as the prime answer 
to high blood pressure. Since then, essen- 
tial hypertension, the cause of which is 
not known and which defies classification, 
has been under critical study. The classi- 
cal investigations of Goldblatt, Smithwick. 
Paige and many others, point in common 
to the production of an arterial constrict- 
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ing substance usually called renin. This 
may be produced by many conditions; 
central nervous organic disease, emotional 
states operating through the sympathetics, 
the endocrine system including pituitary. 
hormones, pheochro- 
mocytomas. There 


causes such as mechanical blockage or 


adrenocortical 
are local irritative 
constriction of the renal artery and _ peri- 
constriction as by cellophane or 


less than 


renal 
perinephric sear. 
10°; of the cases of essential hypertension. 


However, in 


have unilateral conditions, such as renal 
agenesis, pyelonephritis, perinephritis, hy- 
dronephrosis, and pheechromocytomas 
been found. which have responded favor- 
ably to surgical treatment. Progressive 
hypertension including the malignant type 
is still with us and the problem is not 
solved. 

Aortography and arteriography are find- 
ing increasing usefulness in urology. The 
accumulating case reports show an in- 
creased accuracy in the determination of 
tumors, cysts and such anomalies as hy- 
dronephrosis, and, arteriography helps in 
planning appropriate surgery. In tumors, 
there is a puddling of the dye in the 
tumor, in cysts the arteries are deflected, 
while in hydronephrosis, the arteries may 


The line 


where nephrectomy is contemplated, as 


be constricted. border cases 
compared to plastic repair of some kind, 
are decided upon largely by the adequacy 
of the arterial blood supply to the kidney. 


Male Sterility has come under close 
study recently. For the past six years. 
the A. U. A. has offered a prize for essays 
based on research in this field. Certain 
standards have been arrived at, such as 
20,000,000 sperm count as an approximate 
normal, and greater emphasis placed on 
the 
motility. 


morphological deviations including 
Proof has been obtained that in 
the course of infectious diseases, such as 
chickenpox and pneumonia, an almost 
absolute oligospermia occurs but recovery 
to normal takes place in three to six 


weeks. So far, endocrine stimulation by 
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gonadotropins and testosterone has been 
of little help in establishing spermato- 
genesis and the conclusion is made, that 
there is a congenital deficiency in the 
spermatogenic tissue which does not re- 
spond to stimulation. 

On the other hand, in cryptorchidism, 
an occasional descent of the testis into 
the scrotum can be achieved by endocrine 
stimulation, although in most instances 
surgery has to be resorted to. 

In this connection, it has been proved 
that tumors of the testis do occur more 
often in undescended testes, but no data 
have been provided to show that replacing 
the testis into the scrotum has reduced 
the incidence of tumors in such testes. 

Seminomas continue as the most com- 
mon testicular tumor and are curable by 
surgery and x-ray therapy. In several 
instances, a metastatic mass in the abdo- 
men has been the first suspicion of the 
testicular tumor, as the testicle may be 
but little enlarged. Perhaps our examina- 
tions are too casual at times. Chorio- 
epitheliomas are highly malignant and are 
uniformly fatal regardless of treatment. 
The teratomas are slightly more hopeful. 


Tumors of the Bladder have been 
reclassified and their treatment re-evalu- 
ated. The degree of undifferentiation of 
the tumor cells and their invasiveness 
through the muscularis are the basic eri- 
teria for treatment. All types of treatment 
fail after the muscular wall is deeply 
invaded and probable lymphatic metasta- 
sis has occurred. Total cystectomy with 
uretero-sigmoid anastomosis, even with 
radical gland dissection, has not increased 
the five year survival rates. The less 
actively growing and less invasive tumors 
respond very well to fulguration and radia- 
tion, but because of the multicentricity 
of bladder tumors, the patient needs con- 
stant and prolonged observation. 

The basic problems in prostatic hyper- 
trophy and fibrous contraction of the 
bladder neck remain pretty much the 
same as twenty years ago. Approximately 
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fifty percent of men reaching the age of 
fifty have urinary symptoms due to some 
type of vesical neck obstruction. Of these, 
the benign adenomatous hypertrophy is 
the most common. Fibrous contraction of 
the bladder neck may be congenital but 
more commonly is caused by chronic 
prostatitis. It may be associated with 
benign or malignant prostatic hypertrophy 
but less frequently occurs alone, especially 
in younger individuals. Associated with 
these obstructions are residual urine after 
voiding, chronic recurring cystitis, often 
with pyelitis and less frequently vesical 
stone. These symptoms indicate a_thor- 
ough investigation by some one interested 
and energetic enough to get to the bottom 
of the situation. When the good family 
doctor does not get reasonably prompt 
response to his treatment of frequency, 
dysuria, slow stream, pyuria, hematuria 
and fever, he probably needs a urologist 
consultant. 


Cancer of the Prostate is possibly 
increasing in frequency but treatment has 
undergone a_ radical change. Huggin’s 
contribution of orchidectomy and female 
hormone therapy in cancer of the pros- 
tate has prolonged the life expectancy of 
these patients by about five years. 

Transurethral resection of all types of 
obstructing tissue has gained tremendous 
popularity with doctors and with patients, 
except the increased number who have 
urinary incontinence following this opera- 
tion. Intravenous infusion of wash water 
through the cut prostatic veins, and blood 
loss, are among serious problems in trans- 
urethral resection. Some of us reserve 
resection for fibrous contraction, small 
adenomas and for cancers after hormonal 
treatment for six weeks. 

Perineal prostatectomy is rarely done 
any more. The retropubic operation has 
largely replaced the perineal because radi- 
cal excision of the whole prostate, seminal 
vesiculectomy, cystolithotomy, and diverti- 
culectomy, as well as conservative intra- 
capsular enucleation can all be performed 
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at the same time. Last but not least, is 
the fact that rarely does incontinence oc- 
cur and in younger individuals sexual 
power is preserved and occasionally re- 
stored. Transvesical prostatectomy is still 
done by a considerable fraction of urolo- 
gists and general surgeons. Tight closure 
of the bladder has shortened convalescence 
and the objectionable suprapubic drainage 
of urine is largely eliminated. 

Osteitis pubis has occurred more fre- 
quently but interestingly enough, it has 
followed transurethral resection as well 
as the suprapubic operation, possibly due 
to the heat generated in the course of 
electrical resection and fulguration. 

The diagnosis and treatment of upper 
urinary pathology has improved. The 
attitude that a general history and physi- 
cal examination by the urologist is ap- 
propriate to a proper evaluation of the 
urological problem has finally been ac- 
cepted. In this way suspicious foci of 


infection are determined, other anomalies 


suspected, metastatic masses evaluated and 
in general a better practice of medicine 
done. 

So far as the technical urological in- 
vestigation is concerned, catheterized 
urines in women are essential, careful 
urinalysis, not sink tests, together with 
stain and culture of sediment for bacteria. 
Urethritis and stricture, which are so 
common, can be detected at the time of 
catheterization, and later the presence of 
residual urine after voiding; a scout x-ray 
of the abdomen is done in all cases to 
show stones, displacement of gas shadows 
in the bowel, bone changes suggesting 
metastases or arthritic changes. Before 
cystoscopy, intravenous urograms are prac- 
tically routine, but rarely are these films 
accepted as adequate pyelography. Retro 
grade pyelograms are made following the 
lead of the intravenous urogram. In this 
connection, pyelograms can be misleading 
unless films are made with the patient 
in the Trendelenburg position, vertical, 
oblique. true lateral. and a ureterogram 


also made. Most of us have been misled 
by the inadequacy of the x-ray study. 

Cystoscopy is a fairly standard pro- 
cedure and with the smaller and more 
versatile instruments, has become a less 
awesome and fearful thing for the patient. 
The more humane and gentle urologist is 
the patient’s friend and uses adequate 
anesthesia and sedation in all cases. Gen- 
eral anesthesia, which is being used more 
often now, has the advantage of not hurt- 
ing the patient and permits of longer and 
more careful observation by the urologist. 
Pentothal sodium is a great boon, is rela- 
tively safe in most instances and with 
intravenous fluids, does not interfere with 
urinary excretion, so that adequate urine 
specimens may be obtained. 

Stones in the Ureter are very com- 
mon and with all the many gadgets which 
urologists have, there are still certain 
standards which are observed. Approxi- 
mately 75% of the renal and ureteral 
stones which cause serious symptoms are 
small, less than 0.5 c.m. in diameter, are 
relatively smooth and with systemic ure- 
teral relaxation by Pavatrine or similar 
drugs and time, will pass into the bladder 
to be voided out. Every patient with upper 
urinary stones is studied individually. The 
size of the stone, the roughness of the 
stone, its impaction in the ureter, any 
where from the uretero-pelvic junction to 
the bladder, the degree of obstruction to 
the flow of urine from the kidney, the 
degree of damage to renal function. the 
presence of infection with fever and chills, 
the presence of multiple stones and the 
presence or absence of a good kidney on 
the opposite side, are all factors to be 
considered in planning treatment. My 
advice would be to ask for consultation. 
when relief of pain and fever is not 
prompt. 

The best single instrument in these 
cases is the ureteral catheter, passed 
above the stone to relieve back pressure 
and stop renal embarrassment. Dilatation 
of the ureter below the stone is appropri- 
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ate, especially the intramural position. 
Most of us do not hesitate to do a 
meatotomy where indicated. However, at- 
tempts at removal of stones from the 
ureter by wire baskets and other dislodging 
instruments are reserved for stones lodged 
in the lower one third of the ureter. Stones 
impacted above this point are much better 
handled by open surgery. However, one 
drug, Pavatrine, a smooth muscle relaxant. 
is best in ureteral stone. In most instances 
opiates are not required, spasm is re- 
lieved and stones often pass into the 
bladder after the removal of the ureteral 
catheter. 

Tumors of the Ureter are rare but 
filling defects in the ureterogram always 
require close scrutiny. 

The surgical conditions in the kidney 
are so well known and surgery fairly 
standardized, that little comment is neces- 
sary here. There are certain trends in 
thinking, however. which may be profitably 
discussed. The conservation of kidney tis- 
sue is being followed more and more, and 
nephrectomy done less and less in border 
line cases. As stated above, if adequate 
arterial blood supply is present, every 
effort is made to restore the diseased kid- 
ney to some degree of function rather than 
remove it. Even large hydronephroses are 
drained by nephrostomy or pyelostomy 
and the obstruction, whatever it is, re- 
moved. It is very gratifying to see how 
frequently the kidney will return to almost 
normal function and outline. In renal 
stones, their removal at an early date is 
very desirable, again to preserve kidney 
function by eliminating infection and 
obstruction. The drug, hyaluronidase, may 
be an answer to reducing the incidence of 
recurring stones. 

Cysts of the Kidney, if solitary, can 
frequently be resected with excision of the 
cyst lining and a fairly good kidney saved. 
It is well to remember that the cyst may 
contain a carcinoma. | am not so sure 
that surgery of polycystic disease is often 
indicated. 
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Tumors of the Kidney are mostly 
malignant. Early and extensive dissection 
is appropriate. The clear celled carcinoma 
or hypernephroma is a little different from 
the squamous cell and papillary carci- 
nomas, in that early operation may cure 
the patient, whereas in the other group. 
early extensive metastasis is the rule. The 
transperitoneal approach. plus ligation of 
the renal vein before dissecting the kidney. 
will probably reduce the incidence of 
metastasis resulting from manipulation of 
the kidney. 


Conclusion 


Certain general considerations will be 
discussed here. We need to recognize that 
are, per se, is not an obstruction to ade- 
quate urological investigation. Infants 
and the aged alike can be given the 
benefit of detailed study. Anesthesia 
needs to be adequate. I have discontinued 
spinal anesthesia almost entirely and sub- 
stituted Pentothal with nitrous oxide and 
oxygen in the adult patients. Open ether 
is used in infants. Anoxemia is a real 
danger in all cases, and a sharp drop in 
blood pressure, which is read almost con- 
tinuously, is viewed with alarm. All 
patients before anesthesia for cystoscopy 
or surgery are appraised independently 
hy an internist. The adequacy of the cardi- 
ovascular system and lungs, as well as the 
fluid balance, blood count, etc., come 
under the judgment of at least two ob- 
servers. Following surgery, the same 
system of dual but independent observa- 
tion is carried out. 

The last statement I would make is in 
the sphere of psychosomatics. Most sick 
people are afraid and cling to their 
physician with the tenacity of a child to 
its mother. Stiffnecked, superior, cold, un- 
sympathetic attitudes have no place in 
the sick room. Man’s inhumanity to man 
is a fact and I cannot forebear calling 
your attention to how little we know, how 
much there is still to learn and, that 
often our most valuable single contribu- 
tion to the sick, is kindness. 
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Vitamin K Preparations in 
Hypoprothrombinemia 


A number of vitamin K_ preparations 
were tested as to their effectiveness in 
blocking or reversing the hypoprothrom- 
binemia produced in human patients by 
the anticoagulants dicumarol or Tromexan. 
The preparations tested were vitamin K, 
given intravenously in single doses of 200 
to 340 mg., menadione given intramuscu- 
larly in doses of 15 to 30 mg. over 2 to 3 
days, Prokayvit given orally in a dose of 
90 mg. in 3 days, Synkavit given intra- 
muscularly in a dose of 60 mg. in 3 days, 
and a water soluble K analogue prepara- 
tion given intravenously in a single 200 
mg. dose. 

Douglas and Brown reported in Brit. 
Med. J. |No. 4755:412 (1952)] that the 
only substance found to give consistent 
results as an antidote and in blocking 
the action of therapeutic doses of the anti- 
coagulants was vitamin K,. Some of the 
other compounds showed some effect but 
it was not consistent nor completely effec- 
tive. Vitamin K, almost completely in- 
hibited the effect on the prothrombin when 
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given at the same time as the anticoagu- 
lant. When given after hypoprothrom- 
binemia had been established, vitamin K, 
reduced the prothrombin times to normal 
within 24 hours and to safe levels within 
6 to 9 hours. 
N-Allyl-Normorphine in the 
Treatment of Morphine Poisoning 
The rapid intravenous injection of 5 or 
10 mg. of N-allyl-normorphine into pa- 
tients who had received 20 to 90 mg. of 
morphine sulfate or 150 to 600 mg. of 
Demerol (ethyl 1-methyl-4-phenyl-isonipec- 
otate) brought about a marked respira- 
tory and circulatory stimulation. However, 
the compound had only a slight awaken- 
ing effect. Eckenhoff. Elder, and King 
reported in Am. J. Med. Sci. [223:191 
(1952)] that morphine overdosage in 2 
patients was successfully treated with N- 
allyl-normorphine. The drug was not ef- 
fective against the depression produced by 
Pentothal, cyclopropane or ether. In 
normal subjects the drug was found to 
produce respiratory and circulatory de- 
pression similar to that produced by mor- 
phine. 
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Dislocation of the Hip with 


Fracture of the 


Posterior Acetabular Rim 


Most dislocations of the hip are not asso- 
ciated with fractures, but rarely in pos- 
terior dislocations there are fractures of 
the posterior lip of the acetabulum which 
can be very disabling if there is not 
proper reduction of both dislocation and 
fracture. Central dislocations of the ace- 
tabulum will not be considered in this 
paper. These injuries are usually in- 
curred in car accidents and often are asso- 
ciated with other serious injuries. Most 
textbooks fail to indicate clearly when 
acetabular fractures should be opened and 
internal fixation applied. In fact, these 
serious fractures are often discussed in a 
rather off-handed manner. I would like to 
present several cases that " have seen and 
adequately stress the seriousness of this 
injury if it is not correctly treated. 

I have treated five of these injuries in 
the past few years; two of these being 
within the past eight months. All have 
been due to car accidents; the first three 
were soldiers and the last two civilians. 
The dislocation of the hip and the frac- 
ture of the acetabular rim were usually 
due to the sudden impact of the flexed 
knee against the dashboard of the car. I 
am able to discuss at length only the two 
civilians as I have no x-rays or follow-ups 
on the soldiers. All hip dislocations were 
posterior and all had large fragments 
fractured from the postero-superior ace- 
tabular rim. Two of these dislocations 
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could not be reduced by closed manipula- 
tion because the acetabular fragment lay 
between the head of the femur and the hip 
socket. One was a soldier and one 4 
civilian. This was the only soldier on whom 
I did an open reduction. The other two 
soldiers later had open reductions done 
at a rear area General Hospital. In this 
paper I am not referring to chip fractures 
of the acetabulum which frequently occur 
with dislocations and which only require 
immobilization. 

Urist’ reports good results in most of 
his cases with large acetabular fractures 
which were treated by open reduction and 
poor results in most which were treated 
by traction alone. Most treated by trac- 
tion alone developed early traumatic 
arthritis and some instability of the hip 
joint. He also reports eight cases of frac- 
ture-dislocation in which the dislocation 
could not be reduced by closed manipula- 
tion. 

King and Richards? have listed the in- 
dications for open reduction to be: (1) if 
the acetabular lip fragment is large and 
is not accurately replaced; (2) if the lip 
fragment is in the acetabular socket; (3) 
if a fragment of the head of the femur 
lies in the acetabulum and prevents re- 
duction; (4) and if a transverse fracture 
through the acetabular floor allows rota- 
tion of the distal fragment of the innom- 
inate bone and thus prevents proper reduc- 
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Fig. 1—A, B, C (left) Posterior Hip Approach 


tion of the head of the femur and causes 
an irregular acetabulum. 

Diagnosis is usually made by the rou- 
tine AP and Lateral films of the hip. 
However, if any doubt exists as to the 
extent of the injury or as to proper reduc- 
tion, special views must be taken. An ex- 
act picture of the position of the rim 
fragments may be gotten by taking a 
postero-oblique view with the injured hip 
elevated to sixty degrees and the patient 
lying supine on the cassette. 

Conservative Treatment should 
be used only until the patient is in condi- 
tion for surgical correction. Of course. 
the dislocation should be reduced at once: 
if possible. In two of my cases the bone 
fragment blocked closed reduction of the 
dislocation. Conservative treatment consists 
in the application of some type of trac- 
tion. Buck’s extension is usually ade- 
quate and will make the patient comfort- 
able until definitive surgery can be car- 
ried out. Continued conservative treatment 
usually leads only to a painful hip due to 
an unstable joint or a traumatic arthritis 
either immediately or later. 

Surgical Treatment is an open re- 
duction with a posterior approach to the 
hip through an Osborne incision (Fig. 1 
A,B,C from Campbell’s Operative Ortho- 
pedics) about 11% inches inferior and 
lateral to the posterior superior rim of 
the ilium, which runs laterally and 
obliquely distal parallel with the fibers 
of the gluteus maximus to the posterior 
superior angle of the greater trochanter 
and then distally for 2-3 inches. The fibers 
of the gluteus maximus are separated 
parallel with the line of incision. The in- 
sertion of the gluteus maximus is divided 
in line with the vertical limb of the in- 
cision. The tendons of the piriformis and 
gemelli are freed close to their insertions 
into the greater trochanter and retracted 
medially, thus protecting the sciatic nerve. 
The capsule of the joint is opened longi- 
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tudinally to expose the posterior surface 
of the femoral neck and the posterior rim 
of the acetabulum. Further exposure may 
be gotten by retracing the gluteus medius 
proximally and the quadratus femoris 
distally. The acetabular fragment is then 
identified, small loose bits of bone re- 
moved, any devitilized cartilage on the 
head of the femur removed and the dislo- 
cation of the hip, if unreduced, reduced. 
The sciatic nerve is checked for damage 
and if partially or completely cut it is 
repaired. The nerve is usually contused, 
but rarely cut by the upward displace- 
ment of the acetabular fragment. The last 
two cases which I have treated have had 
foot drop due to contusion of the nerve 
and have required brace support of the 
foot and ankle for several months. This 
paralysis usually clears up. Next, the 
acetabular fragment is accurately re- 
placed and held by one or two screws. 
After reattachment of the piriformis and 
gemelli, the wound is closed in layers 
with interrupted sutures. A hip spica is 
applied and it remains on for 8 weeks. 
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Case | 
Fig. 2A (left) Fracture, dislocation of right hip 
taken at time of admission to Emergency Room. 
Fig. 2B (above) After open reduction of hip. 


After removal of the cast, active and pas- 
sive motion is started and partial weight 
bearing is allowed three months from date 


of operation. Complete recovery usually 


takes 5-6 months. 

Following are the last two cases on 
which surgery was done: 

Case |. (Fig. 2, A & B): R.R., male, 
white, 23. This patient was involved in a 
car accident at Waco, Texas when the car 
he was driving ran into another car. He 
suffered a severe laceration of the fore- 
head and a simple fracture dislocation of 
the right hip and acetabular rim. He was 
in shock when admitted to the hospital. 
After shock was overcome with plasma 
and blood, an attempt was made to reduce 
the dislocated hip without success. Two 
days later another unsuccessful attempt 
was made to reduce the dislocated hip. 
The acetabular bone fragment blocked 
reduction. After a 48-hour skin prep a 
posterior hip incision was used and the 
joint well exposed. The bone fragment 
was removed from between the head of 
the femur and the acetabulum, hip re- 
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duced and bone lip held in normal posi- 
tion with Hip spica applied. He 
had a successful recovery and is now able 


screw, 


to return to his studies. He still wears a 
drop foot brace because of his peroneal 
nerve paralysis, but this is greatly im- 
proved and he should be able to discard 
it in a few months. He has full range of 
arthritis of hip as it is painless. 

Case 2 (Fig. 3. A & B): L. B., female, 
white, 33. This woman was involved in 
a car accident when three drunks ran 
into the car her husband was driving. 
She was in severe shock when admitted 
and had posterior dislocation of the right 
hip and knee. As yet, there is no sign of 
hip with a simple fracture of the posterior 
lip of the acetabulum. She was in shock 
and had some concussion. She was treated 
with blood and plasma for shock and trac- 
tion by Buck’s extension of her right leg. 
There later developed a paralysis of the 


left facial nerve and partial paralysis of 
the left leg and arm which cleared up. 
The right hip was treated by traction for 


several days until patient recovered from 
shock. Open reduction of the hip was done 


through a posterior incision. The bone 
fragment was pressed against the sciatic 
nerve which was not lacerated. The bone 
fragment, after reduction of the hip, was 
fixed to the acetabulum by a 
Wound closed in layers and hip spica 
applied. This patient is doing well. There 
is a foot drop on the side of the hip in- 
jury’ which is slowly clearing up. The 


screw. 


paralysis of the left facial nerve and of 
the left upper and lower extremities has 
disappeared. 


Summary 


Five cases of posterior dislocation of 
the hip with associated fracture of the 
acetabular rim have been reported. Two 
of these dislocations could not be reduced 
because of the bone fragments and a 
third was operated upon by this author. 
Results in these three were good. Two 
others were operated upon in Army Gen- 
eral Hospitals and the final- results are 
not known. It is felt that, as this frac- 
ture involves an important weight bearing 
surface, a perfect reduction should be 
gotten and this can be done only by open 
reduction. The experience and cases of 
Urist are quoted. All of these cases 


Case 2 
Fig. 3A (left) Hip injury before 
Fig. 38 | below) After operation. 


operation. 
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should be treated by open reduction when 
the general condition of the patient al- 
lows. Perhaps it would be a good idea 
to use a vitallium cup over the head of 


1. Urist: Journal Bone 


the femur routinely on these cases be- 
cause so many of them develop late 
traumatic arthritis. However, I have not 
done that in any of the above cases. 
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The Antibacterial Action of 
Combinations of Sulfonamides and 


Penicillin 


The combination of 1.0 Gm. sulfadia- 
zine. sulfamerazine, or sulfamethazine 
t singly or in various combinations along 

= with single oral doses of 100,000 to 200.- 
ss 000 units of potassium G penicillin pro- 
duced higher blood levels of penicillin 
than when the penicillin was given alone. 

“ The study was made on 13 groups of 10 pa- 
tients each and reported by Shlaes, Volini. 
Felsenfeld. and Burbidge in Antibiotics 
and Chemother. {2:25 (1952) ]. The aver- 
age penicillin blood level 1 hour after 
200,000 units of penicillin was given com- 
bined with 0.33 Gm. each of the three 
sulfonamides was 0.38 units per ce. as 


compared with 0.07 unit per cc. following. 


administration of penicillin alone, and 
0.11 unit per ce. with penicillin plus 0.5 
Gm. each of sulfadiazine and sulfamera- 
zine. The average sulfonamide blood level 
following the latter therapy was 4.3 mg. 
per cent. 

The authors stated that a clinical study 
involving a total of 319 patients showed 
that tablets containing a combination of 
100,000 units of penicillin plus 0.5 Gm. 
each of sulfadiazine and sulfamerazine 
produced better results than treatment 
with each of the tablet components alone. 
The patients had a variety of infections 
including: pneumonia, acute gonorrheal 
urethritis, gonorrheal salpingitis, ulcera- 
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tive colitis, infections of the upper respir- 
atory tract, and influenza. 


Salmonella Infections Treated with 
Chloramphenicol and Terramycin 


Salmonella infections were found to re- 
spond well to treatment with both chlor- 
amphenicol and terramycin whether S. 
paratyphi, S. typhosa, S. choleraesuis or 
S. schottmulleri were the causative agents. 
The antibiotics were usually administered 
in initial doses of 2 Gm. followed by 0.5 
Gm. every 6 hours. The total doses for 
chloramphenicol in 5 patients ranged from 
16 to 32 Gms. and for terramycin in 2 
patients was 10 and 14 Gms. According 
to Zimmerman in U. S. A. F. Med. J. 
|3:503.(1952)] the temperature returned 
to normal in an average of 6 days in the 
6 clinical patients treated. The seventh 
patient was a carrier who responded with 
negative rectal swab cultures after ther- 
apy, but it was only possible to follow 
this patient for one week after treatment 
was started. 

Previous in vitro studies with 22 strains 
of S. paratyphi had shown that chloram- 
phenicol and terramycin both had lower 
sensitivity levels than did aureomycin, 
This was born out clinically when 2 pa- 
tients did not respond to treatment with 
aureomycin but did to chloramphenicol. 
The author, concluded that 
aureomycin is inferior to the other two 
antibiotics and that chloramphenicol and 
terramycin show real promise in the treat- 
ment of salmonella infections. 


therefore, 
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Traumatic 
Retroperitoneal 
Hemorrhage 


The evaluation of the extent of injuries 
following severe trauma is often a diffi- 
cult diagnostic problem. Error in diagnosis 
may result in a fatality; even as it may 
subject the patient to an unnecessary op- 
eration. In the severely injured the hazard 
of an unnecessary operation may have a 
catastrophic termination. A problem of this 
type is the diagnosis and management of 
a patient, following trauma, who develops 
retroperitoneal hemorrhage. 

Etiology The specific causes for 
retroperitoneal hemorrhage are based upon 
injury to the blood vessels in and about 
the kidneys. The blood supply of the 
perinephritic fat is derived from branches 
of the main renal, adrenal and spermatic 
arteries. These arteries and veins form a 
network about the kidneys. Hence, these 
vessels are torn easily, when the kidney 
is moved by external force. Injuries to 
these vessels produce the hemorrhage 
which remains confined to the retroperi- 
toneal space. (1) A line of force need not 
be directed toward the lumbar region to 
institute a retroperitoneal hemorrhage. It 
is only when the kidney alone is injured 
following trauma that the line of force 
directed toward the lumbar area causes 
retroperitoneal hemorrhage secondary to 
contusion or laceration of the kidney. 

Severe trauma which can “jolt” or pull 
at the renal attachments is sufficient to 
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injure the renal vascular plexus with a 
resultant hemorrhage. Hence _retroperi- 
toneal hemorrhage frequently develops in 
conjunction with fractures of the lower 
ribs, the lumbosacral vertebrae and the 
bony pelvis. Injuries resulting in fractures 
of the os calcis, especially when associ- 
ated with hematomyelia, may be compli- 
cated by retroperitoneal hemorrhage. 

Clinical Picture The signs and 
symptoms of retroperitoneal hemorrhage 
itself depend upon the degree of blood 
loss. If much blood has been lost the pa- 
tient may be in posthemorrhagic shock. 
The abdominal muscles become spastic, 
simulating the muscular rigidity of an 
acute surgical condition within the ab- 
dominal cavity. (This sign often leads the 
surgeon to subject the patient to an un- 
necessary exploratory laparotomy.) In 
thin subjects a longitudinal mass may be 
palpated through the abdominal wall. This 
swelling corresponds to a distention of 
the lateral ligamentous fold which is under 
tension because of the underlying extra- 
vasated blood. Abdominal distention sug- 
gesting the possibility of peritonitis may 
develop within twenty-four hours follow- 
ing injury. This distention results from 
hemorrhagic compression of the plexus of 
nerves ‘about the kidney. These nerves 
arise from the dorsal roots of the eleventh 
and twelfth spinal nerves. 
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Ilustrative Case Report Mr. W. R.—age 26 
pped down a flight of stairs while at work fc : 
ewspeper Company 

He sustained multiple contusions of the chest wel 
eft arm, left ankle, and left |lumbo-sacra! area. X-rays 
were taken to rule out fracture They showed an 
abliaue fracture through the head of the left radius 
with slight separation of the fragments 

Lumber spine had fractures of the left transverse 
processes of the first and second and third lumbe 
vertebrae with good alignment. Transverse fracture 
of the seventh rib posteriorly with slight displece 
rent was present. 

Treatment Treatment of retroperi- 
toneal hemorrhage is conservative. Intuba- 
tion for abdominal distention is not often 
necessary. In the majority of cases, how- 
ever, an exceptional instance of distress- 
ing distention may necessitate gastric suc- 
tion. Drugs such as Prostigmine or Pitres- 
sin are not advised. A daily enema or 
colonic irrigation, however, proves bene- 
ficial and comforting to the patient. 

Oral feeding is not withheld. The active 
treatment is directed toward the other in- 
juries usually encountered with retroperi- 
toneal hemorrhage. Blood transfusions are 
given when indicated to replace blood loss. 

Prognosis The mortality from retro- 
peritoneal hemorrhage surprisingly is not 
high. The mortality increases when un- 
necessary surgery is performed. Prior to 
advent of chemotherapy and the antibiotic 


Pas and Dihydrostreptomycin in 
the Treatment of Pulmonary 
Tuberculosis 


A series of 50 patients with moderately 
or far advanced pulmonary tuberculosis 
were treated with dihydrostreptomycin 
alone, or in combination with PAS (p- 
aminosalicylic acid). The group of 17 
patients serving as a control received 
dihydrostreptomycin alone. The remainder 
received 1 or 2 Gm. of dihydrostreptomy- 
cin and 5 Gm. of PAS daily, for a period 
of 90 days. Streptomycin sensitivity tests 
were carried out monthly in both groups 
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drugs, infection in the retroperitoneal 
space following hemorrhage was almost 
always fatal. If the injured patient recov- 
ers from his other injuries, he usually 
recovers from the retroperitoneal hemor- 
rhage. which is a complication of his 
major injuries. The bleeding rarely goes 
on to the point of exsanguination because 
the retroperitoneal space has a_ limited 
volume to which it can expand. After a 
certain period of bleeding the retroperi- 
toneal space is filled and acts as a dam 
against further hemorrhage. 


Summary 


1. A presentation is made of the eti- 
ology and symptom complex of retro- 
peritoneal hemorrhage. 

2. The major fact to be emphasized i- 
the proper diagnosis of this injury be- 
cause the prognosis is usually favorable 
with adequate treatment of the major 
injuries of which this type of hemorrhage 
ix merely a complication. 

3. Unnecessary surgical intervention 
for retroperitoneal hemorrhage may in- 
duce a fatality. 
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After treatment was completed, 11 pa- 
tients in the control group showed posi- 
tive cultures. Of these patients, 2 showed 
sensitive strains and 9 showed resistant 
strains. In the combined therapy group. 
21 patients showed positive cultures after 
therapy was completed. Of these patients. 
15 showed sensitive strains and 6 showed 
resistant strains. 

Therefore, Shane et al. concluded in 
Vew England J. Med. [246:132 (1952) ]}, 
that the addition of PAS to dihydrostrep- 
tomycin therapy is of great value in pre- 
venting or delaying the emergence of bac- 


terial resistance. 
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OFFICE SURGERY FOR 
THE AMBULATORY PATIENT 


Catheterization 


of the 
Male Urethra 


Catheterization is a necessary office pro- 
cedure for a large variety of diseases and 
diagnostic procedures; it is also one of 
the operative procedures where the slight- 
est disregard of a step in the technique 
might cause grave damage. 

Anatomy !|' of the 


anatomy of the urethra is the key to the 


understanding 


technique of catheterization. 
The 
l. pars prostatica. situated in the 


2. pars 


urethra consists of three parts: 
pelvis. 
membranosa, situated in the 
perineum. 
3. pars cavernoss. situated in the penis. 
The upward directed concave curvature 
of the subpubic curvature is fixed: the 
downward directed concave curvature of 
the prepubie curvature can straight- 
ened out by lifting the penis. The pars 
pendulosa of the penis is freely movable. 
the pars membranosa is firmly fixed. the 
The 


ori- 


other parts are slightly movable. 


lumen at the external and internal 
fices and at the pars membranosa is nar- 
rowed. The lumen at the pars prostatica, 
the fossa bulbi, and the fossa navicularis 
is wider. Fig. 1. 

Technique Catheterization should be 
attempted first’ with a soft 
Nélaton catheter: if this is unsuccessful 
then with a soft catheter with a Mercier 
curve; if this is also unsuccessful the rigid 
catheter should be tried and finally cath- 
eterization with a silk catheter 
should be attempted. The size of the 


catheter should be 20-22 Charriére: If 


straight 


woven 
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this appears too thick then a smaller cali- 
ber should be tried. Fig. 2. 

The patient is placed on his back, the 
buttocks are elevated by a hard cushion, 
the legs are spread apart and are some- 
what externally rotated, the knees are 
slightly bent. A urinal or kidney basin 
is placed between the thighs of the pa- 
tient. The operator stands at the left side 
of the patient. 

Catheterization with Rubber 
Catheter The orifice of the urethra is 


Median section of the genito-urinary 
wing the shape and dimension of the 


the urethra, the passage way of the 


Fig. | 
tract sh 
umen 
atheter. 
@. pars prostatica. b. pars membranosa. 
. par avernosa. 
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Fig. 2. Catheter gauge for French scale (Char 
ere stheters. (Actua ze} 
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cleansed with a mild disinfecting solution. 
The left hand of the operator grasps the 
penis at the coronary sulcus and elevates 
it by a slight traction so that it becomes 
vertical to the long axis of the body. 
Slight pressure upon the glans with the 
thumb and index finger causes the orifice 
to gape. A few drops of a sterile lubricat- 
ing jelly are inserted into the gaping 
orifice. Fig. 3a. 

The right hand which is covered with a 
sterile glove grasps the sterile catheter. 
upon which has also been placed a few 
drops of a sterile lubricating jelly, close 
(about 144 inches) to its tip and pushes 
this length of the catheter slowly into the 
urethra. Fig. 3b. Immediately at its inser- 
tion the catheter may encounter a slight 
resistance caused by the fold of the mu- 
cosa at the upper wall of the urethra 
(Guérin’s fold), or by the pouch of the 
fossa navicularis at the lower wall of the 
urethra. These obstacles can be easily 
overcome by a slight twisting of the cath- 
eter. The further insertion of the catheter 
is accomplished by successive grasping of 
the catheter a similar short distance above 
and pushing it into the 


the urethra 
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urethra. This same procedure is repeated 
until the the bladder. 


The catheter usually glides easily through 


catheter reaches 
the cavernous part of the urethra up to 
the At the 
pouch of the lower wall of the urethra 
offer a to the further 
the the 


might push against the blind ending of 


bulbus. bulbus an existing 


might resistance 


catheter, as catheter 


gliding of 


the pouch instead of entering the narrowed 


membranous part. If this occurs the ob- 
stacle can be overcome by pulling the 
penis with more force, by retracting the 


catheter slightly and by slightly lowering 
the penis and catheter: then the catheter 
can be pushed forward by short shoving 
motions. The patient is requested to take 
a deep breath to avoid any reflex contrac- 
tion of the perineal musculature. The ap- 
pearance of the urine indicates the en- 
of the catheter the bladder. 


If no sterile gloves are available one 


trance into 


anatomi 
the 


can two sterile forceps 
(ribbed lo 


with unsterile hands. In this case either 


use 


forceps) insert catheter 


439 


tf 
> 
| 
i4 15 6 19 
OOO 
24 23 2 20 
UNITEBBBTATES CATHE 
RUMENT¢ 
4 ar G NS FALLS.N 
BLUE C 3ARD,IN 
AMIT 
= 
= a \ \ \ 


Fig. 3. Method of 


a. Insertion of lubricatina 
jelly into the orifice of the 
urethra. 


insertion of a 


ott catheter 


b. Insertion of a soft cath- 
eter with sterile gloved 
hands. 


. Insertion of a soft cath 
r with forceps. 


the patient or an assistant holds the penis 
in the required position. Fig. 3c. 

Catheterization with Rigid 
Catheters Catheterization with rigid 
(metal) catheters is accomplished — in 
three stages. 

1. The right hand of the operator holds 
the metal catheter at its distal end paral- 
lel to the long axis of the patient’s body 
and in midline of the patient’s abdomen, 
so that the curve of the catheter is di- 
rected upward and the tip downward. The 
left hand of the operator grasps the penis 
at the coronal sulcus and glides the penis 
over the lubricated catheter as far as it is 
possible withuul the catheter. 
which is held in au unchanged position. 
Fig. 4a. 

2. At this point the catheter is past the 
cavernous part of the urethra and lies at 
the bulbus urethrae. By very gentle man- 


440 


moving 


ipulation the catheter is raised slowly to 
vertical position but not deviating from 
its position in the median line. The tip 
of the catheter is now glided through the 
membranous part of the urethra. Fig. 4b. 

3. The tip of the catheter is now at 
the prostatic urethra and by gently press- 
ing with its tip against the anterior wall 
of the urethra the catheter is slowly low- 
ered between the thighs until its axis is 
parallel with the long axis of the patient’s 
body, with its end pointing distally 
towards the feet of the patient. By this 
manipulation the catheter is passed 
through the prostatic urethra and enters 
the bladder and allows the urine to flow 
vul Fig. de. 

The insertion of a metal catheter is 
accomplished by lever action alone and 
never by forcibly pushing the instrument 
into the urethra. 
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Fig. 5. The method of 
pressing the catheter from 
the perineal side upward 
to aid its passage into the 


bladder. 


The most frequent dificulty encountered 
in passing a metal catheter occurs when 
its tip catches in the pouch of the bulbous 
urethra just at the entrance of the narrow 
urethra. This 
retracting 


and inelastic membranous 
difficulty can be overcome by 
the catheter slightly and then proceeding 
again with slight lever action. One can 
aid the passing of the catheter at this 
point by pressing its tip from the perineal 
side upward with the index finger of the 
left hand. Fig. 5. 


Intravenous Use of Tetracaine as 
an Analgesic and Vasodilator 


Fifty-one patients with peripheral vas- 
kinds and 4] 


patients with various painful conditions, 


cular diseases of various 
including rheumatoid arthritis and pain- 
ful, stiff joints following prolonged im- 
mobilization were given relatively large 
intravenous doses of tetracaine. According 
to Smith and Whitehouse in U.S. 4. F. 
Med. J. [3:525 


or marked vasodilator action was noted in 


(1952) ]. pain relief and 


78 per cent of the patients. The analgesic 
effect of the tetracaine exceeded that of 
morphine in a few patients. Its vasodilat- 
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The removal of the catheter is accom- 


plished by reversing the phases of the pro- 


cedure of insertion. 

Semisoft woven catheters are inserted in 
a similar way as rigid catheters. 

Rubber and woven catheters should be 
given special care to avoid deterioration, 
The fol- 


them for 


which makes their use unsafe. 


lowing methods will preserve 
safe use for a prolonged period of time. 

Sterilization |. Autoclaving for 10 
minutes at 250 F. with 15 pounds pres- 
sure is the best method. 

2. Boiling for 5-10 minutes is not an 
efficient method and should be used only 
if other methods are unavailable. 

3. Cold sterilization should be with se- 
lutions which contain no phenols, cresols. 
or other rubber solvents. 

Catheters deteriorate when oversterilized 
and might crack if bent during steriliza- 
tion. 

Catheters should be kept in a cool dark 
place away from electrical equipment. 
fluorescent lights and other devices which 
might emit ozone. Contact with oils, cop- 
per or manganese should he avoided. and 
one should not permit hot catheters te 


touch any metal. 


ing effect was similar to that of alcohol 
but the effect of 


tetracaine appeared to be largely confined 


administered orally. 
to the diseased area. 

Most of the patients received 40 mg. of 
tetracaine in 10 ce. of saline solution, 5 
per cent dextrose, or distilled water ad- 
ministered in 2 minutes time. A few injec- 
tions of as much as 80 mg. were given 
without significant side effects. A few pa- 
tients showed reactions to the drug and 
several patients showed mild symptoms 
such as dizziness when the drug was ad- 
ministered rapidly. Blood pressure read- 
ings showed tittle change before and after 
the injection. 


MEDICAL TIMES 


= 
3 
> 
/7 
(Lay 
3 
ty 
| 
= 
> 
aL | 
$ 
2 
- 
= 
+ 


EDITORIALS 


Reefers, Goof Butts, and Mary 
Warners 

Indian Hemp: A Social Menace, is the 
title of a book by Donald Mel. Johnson. 
M.A.. M.B.. B.Ch.. barrister-at-law. just 
issued by Christopher Johnson, Ltd.. the 
London publisher. The hashish, or mari- 
huana, habit seems to be prevalent among 
many lawless elements of society in Eng- 
land, just as it has been adopted to some 
extent by the same underworld classes in 
this country. Johnson reports that prose- 
cutions in Britain in respect of Indian 
hemp offenses have multiplied fourteen 
times between 1945 and 1950; and in 1951 
doubled again. He reviews the history of 
this sinister drug, source of Britain’s new 
drug problem, and whose effects, aside 
from the sexual, may be listed as euphoria. 
gaiety and expansiveness. 


Beware Corrupting Power 

Tt seems that the Human Rights Com- 
mission of the United Nations has received 
a petition signed by thousands in behalf 
of euthanasia, the petitioners believing 
that as the state grants. so to speak. the 
right to life. so, logically, it should author- 
ize the right to death. 

Such petitioners have presumably been 
misled by their interpretation of the Com- 
mission’s Declaration of Human Rights. 
none of whose standards it has any power 
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to apply. All the Commission can hope 
for is a striving on the part of govern- 
ments approving of the Declaration to at- 
tain the aforesaid standards themselves 
and to persuade their peoples to do like- 
wise. 

Imagine what would happen if the U.N. 
or ‘any agency of superstates possessed 
the power to regiment. 

Certain do-gooders will have to remain 
frustrated. 


A Diagnosis and Prognosis 

In its issue of January 15, 1951, the 
Vew York State Journal of Medicine de- 
clared editorially that “the government 
has no money. only the power to tax. This 
fact, it would seem, should not divorce 
it from the exercise of certain standards 
of mortality. If government is of and 
for the people it should have certain at- 
tributes that relate it to the people. As 
possibly the largest agency in the creation 
of the present inflationary cycle, through 
its agricultural surplus buying. its admin- 
istrative wastefulness, its astronomic pub- 
lic debt. and its refusal to curb prices and 
wages for political reasons, it has set an 
example of profligate waste and deficit 
spending that would be classified by any 
qualified psychiatrist as paranoid in a 
citizen-taxpayer. This is the example the 
administration sets for its electors.” 
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In the case of a government and people 
as sick as this, what is the prognosis? 
Well, the editor continues: “If man, 
noblest of God’s tail-less creatures, will 
quit playing with explosives, fumbling 
with politics, and get down to work, much 
might be accomplished.” 

In his talent for justly characterizing 
this country’s political racketeering the 
medical writer quoted (whoever he is) 
rivals the best of our lay experts in 
polemics. 


Timely Warning on Early 
Chemotherapeusis 

In a thoughtful article which appeared 
in the September 1951 issue of the North 
Carolina Medical Journal, titled The 
Dangers of Obscuring Serious Disease by 
Early Chemotherapeutic Treatment of 
Mild Symptoms, Dr. George T. Harrell, 
Professor of Internal Medicine and Di- 
rector of the Department in The Bowman 
Gray School of Medicine of Wake Forest 
College, warns as follows—and it be- 
hooves us to accept and profit by his good 
advice: 

“If indiscriminate use of chemothera- 
peutic agents for treatment of symptoms 
is continued, diagnoses will be obscured 
and necessary measures for proper care 
of patients often will be delayed until 
serious disease has developed. Repeated 
administration of chemotherapy will lead 
gradually to the development of drug- 
fast strains of organisms, against which 
the most potent weapons available for 
treatment of serious disease will be ren- 
dered partially, if not wholly, ineffective. 
Careful preliminary diagnostic studies 
should be done before therapeutic trial 
of chemotherapy is considered. In the 
final analysis, however, there is no substi- 
tute for the clinical judgment of the 
physician in deciding whether symptoms 
are inconsequential or are the early mani- 
festations of serious disease. 

“The greatest objection to the admin. 
istration of potent therapeutic agents be- 
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fore a definite diagnosis has been made 
is that it alters the clinical picture of the 
illness. The development of the full-blown 
disease may be suppressed, and the path- 
ologic process may smolder in a state of 
inactivity without healing. The usual 


symptoms will be obscured, or may not 
develop at all.” 


The Loyalty Oath 

At the recent meeting of the Medical 
Society of the State of New York but 
little opposition developed to a change in 
the constitution making membership in 
good standing contingent upon the sign- 
ing of a loyalty oath administered by all 
component county societies. An all but 
unanimous vote put the oath resolution 
into effect. 

As summarized by New York Medicine 
the loyalty oath is a concrete, tangible 
and visible evidence of the backing of 
the Society for the Constitution of the 
United States before the world: no mat- 
ter how many times one has taken a loy- 
alty oath one should on every proper oc- 
casion reiterate this declaration to support 
the nation; patriotism is not among the 
last but among the first of the virtues; 
if Communists sign the loyalty oath they 
are lying (as everyone concedes anyway) : 
and finally that the oath upholds the 
Constitution of the United States rather 
than the party of government (Republi- 
can or Democrat) which happens to be in 
control at the moment. It was along these 
lines that the proponents of the amend- 
ment argued for its adoption. 
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CONTEMPORARY PROGRESS 


PHYSICAL THERAPY 


Electrically Heated Hot Packs: 
Experimental Study of a New 
Method 


Alex Harell and associates (Archives 
of Physical Medicine, 32:211, April 1951) 
describe electrically heated hot packs for 
the application of moist heat and report 
experiments to determine the efficiency of 
these packs as compared with the usual 
type of hot packs. It was found that with 
the electrically heated packs, a cycle of 
2% minutes on and 12% minutes off. 
which is regulated by the apparatus it- 
self, produced adequate and safe increases 
in muscle temperature, similar to those 
produced by the usual type of hot packs, 
although the maximum pack temperature 
was less than with the usual hot pack and 
a longer period was required for the elec- 
trically heated packs to produce the maxi- 
mum muscle temperature. The electrically 
heated packs have definite advantages, 
especially the fact that the cycle of treat- 
ment is repeated automatically by the 
apparatus itself, and the pack does not 
have to be reapplied each time. A “mini- 
mum of personnel” is required to carry 
out the treatment and the patient is not 
disturbed by reapplication of the pack. 
The electrically heated pads are laced or 
wound on so securely that the patient can 
move the extremities during treatment. 
The heating mechanism of the electrically 
heated pads is regulated “from within” 
and neither the operator nor the patient 
can alter the cycle of application or the 
amount of heat produced, and the maxi- 
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mum temperature produced is such that 
it is not injurious to the patient. 


COMMENT 


There is such a shortage of personnel to 
administer hot packs in any torm, that it will 
be an excellent opportunity fo try out new 
methods that are safe and effective to this end. 
An immense improvement is the automatic ap- 
plication of heat by the apparatus itself, re- 
peating the cycle of treatment without disturb- 
ing the pack already in situ. “A minimum of 
personne!” and “no disturbance of the patient” 
are most devoutly to be wished for—they have 
been the torment of the Kenny treatment, 
There are simply not enough technicians to go 
round, since the great increase in the number 
of victims of poliomyelitis. 


M.C.L.McG, 


Periarticular Lesions of the 
Shoulder 


S. Aubrey Jenkins (Physiotherapy, 37: 
90, May 1951) describes a method for the 
treatment of periarticular lesions of the 
shoulder by a combination of heat, and 
passive and active movements. Treatments 
are always commenced by the application 
of heat to relieve spasm; the author em- 
ploys an infra-red lamp for this purpose. 
After fifteen or twenty minutes of heat 
treatment passive movements are begun, 
always keeping such movements “within 
the limits of pain;” the most important 
of these passive movements is slow and 
gentle abduction with outward rotation of 
the shoulder. The patient is instructed not 
to attempt to assist in these movements 


but to be “passively inert” with the mus- 

red Diplomate American Board of Physica! Medicine 
Director Physical Medicine Misericordia Hospite 
Consultant Physical Medicine Lenox Hil! Hospital! 


cles relaxed. All movements are stopped 
as soon as pain is felt, but after a short 
period, may be repeated. Treatments are 
given daily and between treatments the 
patient is encouraged to move the shoulder 
with the restriction that painful move- 
ments are to be carefully avoided. If after 
a reasonable period of this type of treat- 
ment. relief of pain and recovery of nor- 
mal motion is not complete, the possibility 
that residual symptoms are due to adhe- 
sions rather than to inflammation of the 
supraspinatus tendon should be consid- 
ered. The range of motion should then be 
tested after the injection of a lecal an- 
esthetic into the tendon or with the patient 
under general anesthesia. either method 
abolishing pain due to inflammation of the 
tendon: if there is any residual restriction 
of motion, this is to be attributed to the 
presence of adhesions. Recently formed 
adhesions may be stretched by active 
movements, such as shoulder swinging 
with arm dependent. Adhesions that have 
been present for a considerable time can- 
not be stretched adequately by active ex- 
ercises, but must be treated by manipula- 
tion with the patient under general anes- 
thesia. An anesthetic of short duration is 
employed, and as soon as the patient re- 
covers, active movements are begun. Such 
active exercises. which are designed to 
maintain and increase the range of motion 
of the shoulder. should be carried out at 
least once daily. If conservative treatment 
is not successful, acromionectomy is  in- 
dicated, but in such cases physical therapy 
should be resumed as soon as the surgical 
wound heals. Care must be taken in the 
application of heat in such cases, as some 
of the cutaneous nerves may be divided by 
the operative incision, 


COMMENT 

Periarticular lesions of the shoulder, if treated 
early and adequately ften yield to gentle 
heat, passive and active motions. Minimal 
dosage to release spasm and, movement within 
the limit fd mtort, are best employed. 
No harsh, sudden + erky motions should be 
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sreful, twice or thrice daily. Adhesior 
short duration may be stretched after warm 


underwater treatment and gentle motion. Those 


f longer duration may require the use of an 
anaes*net ocally r in severe case gener 
ally, to manipulate. The use of ultrason 


uld well be tried “to tease apart the fibre 
as described by Bierman. I+ would be worth the 


tial Be careful of 


nerves are in ved 


M.C.L.McG. 


Resistive Exercises in the 
Treatment of Functional Disorders 
of the Feet 


O. F. ven Werssowetz (Archives of 
Physical Medicine, 32:343, May 1951) 
maintains that in treating functional dis- 
orders of the foot, therapeutic exercises 
should be employed to strengthen the 
muscles of the inner border of the foot. 
which have an important part in maintain- 
ing the longitudinal arch. The exercises 
commonly employed in the treatment of 
weak or flat foot do not. however. 
strengthen these muscles. A special appar- 
atus for progressive resistance exercises 
for these muscles has been designed. 
which consists of a lever and a foot rest: 
in carrying out the exercises, the foot is 
positioned so that edge of the foot rest 
is just proximal to the metatarsal heads. 
The fulerum of the lever is placed close 
to the foot, and the toe flexors are used 
to work this end of the lever while gradu- 
ated weights are placed on the other end. 
On beginning treatment. the maximum 
muscle load that can be moved ten times 
through the whole range of motion is de- 
termined—muscle load being defined as 
the actual resistance the muscles must 
overcome. On the basis of this determina- 
tion a schedule of treatments is set up. 
treatments being given twice a day. The 
routine of graduated resistive exercises 
employed is similar to that described by 
DeLorme. As this apparatus has been em- 
ployed only recently, only a few patients 
have been treated for a relatively short 
period; in one patient some subjective 
improvement was observed after two 
weeks’ treatment. No definite conclusions 
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have been reached as to the time required 
for the development of maximum power 
in the muscles. but in some cases probably 
“months of consistent work” will be re- 
quired. Other measures will be required 
in the treatment of functional disorders of 
the foot, but the author is of the opinion 
that the method of passive resistance ex- 
is of definite value in 


ercises described 


such cases and should be used at least 


“as adjunct therapy.” 


COMMENT 


F wing the lines of De Lorme’s heavy re 
aeve 


exer es 


exer e in mu e pment the 


author stresse specia + mprove 
t and 
arch 


with much 


nner border of the f 
ongitudina 
The experiment w be watched 
Anything 


sequelae 


the muscles of the 
thu srrect weakne the 
nterest. that mprove { + strain 
of pain, discomfort and 
Meanwhile 


walk straight 


with @ 
unhappines we worth a tria 
we must train ur hildren to 
ahead, indian 
causing a life 


nor ‘‘toeing in whick 


fashion. neither “toeing out 


na deformity of the whole limb 
kewise makes us sutter 
primitive man never dreamed of. 


M.C.L.McG 


such tortures a 


The Effect of Microwave Radiation 
on the Peripheral Pulse Volume, 
Digital Skin Temperature and 
Digital Blood Fiow in Man 


E. K. Stoner (Archives of Physical 
Vedicine, 32:408, June 1951) reports ex- 
periments on 16 persons, 13 of whom were 
in normal health: 2 had postpoliomyelitis 
paraplegia and one had scleroderma. The 
microtherm was used to heat the dorsal 
surface of the right forearm for thirty 
minutes. Skin temperatures were measured 
by means of thermocouples on the right 
and left index fingers; the pulse volume 
of the right and left middle fingers and 
the blood flow of the right middle finger 
were measured. It was found that micro- 
wave radiation of the forearm did not in- 
crease the oral temperature or the pulse 
rate. It did increase digital temperature. 
digital blood flow and pulse volume in 
both hands to about the same degree; the 
amount of increase in these factors varied 
with the power output of the microtherm. 
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In the total of 60 experiments on the 16 
subjects, three burns occurred, but these 
did not cause severe discomfort during the 
time of application of the microtherm. 
This fact and similar reports by other in- 
vestigators indicate that the “haphazard” 
use of microwave radiation is dangerous. 
and when its use is indicated for heating 


tissue locally, “considerable judgment” 


should be used in the technique of its 
application. 


COMMENT 
Microwave radiation i pot radiation 
therefore, the greatest caution must be used 
to prevent burns. Rather ¢ ttle than too 
much, always in treatment. A smalier output 
onger ntinued s better than a } stout 
at increased density. as has always been the 
rule in diathermy na. short rr rowave 
There was n nange in ral temperature or 
pulse rate »wing treatment the yht 
forearm. There was of diaitel teal 
perature, b d flow and pulse volume in both 
hangs in proportion as the ume of heat w@s 
ncreased. In the hands amateurs this m@ 
ne i danaerou 
M.C.L.McG 


Diseases of the Spine Treated 
With Ultrasonic Waves 


Johanna M. Van Went (British Journal 
of Physical Medicine, 14:121, June 1951) 
reports the treatment of ankylosing spon- 
dvlitis, spondylosis (osteoarthritis of the 
spine), herniation of intervertebral dises 
and kyphosis, scoliosis and kyphoscoliosis 
of the spine with ultrasonic waves. In none 
of these groups was cure obtained in all 
cases. The best results were obtained if 
the diagnosis was made early and treat- 
ment begun promptly. In cases in which 
the treatment with ultrasonic waves is 
effective. this 
changes produced in the discs and liga- 


must be attributed te 
ments, as there is no evidence that thera- 
peutic doses of ultrasonic waves can ef- 
fect changes in bone. The ultrasonic wave 
therapy in ankylosing spondylitis is given 
in a series of twenty to thirty treatments 
(treatments being given twice a week). 
and repeated if necessary after an interval 
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of two or three months. 
treated early, patients are able to do their 
usual work. Better results have been ob- 
tained in spondylosis, with fewer treat- 
ments (fifteen to twenty); the pain has 
been entirely relieved in cases of this type. 
In herniation of intervertebral discs, ade- 
quate treatment with ultrasonic waves re- 
lieves pain and renders operation unneces- 
sary in most cases; with this method of 
treatment patients may continue their work 
or lose only a few days of working time, 
as a prolonged period of rest is not neces- 
sary. Three illustrative cases of kyphosis 
and kyphoscoliosis are reported, in all of 
which pain was relieved, and the deformity 
was diminished; similar results have been 
obtained in other cases of this type. In 


Terramycin in the Prophylaxis 
of Ophthalmia Neonatorum 

The value of terramycin in the prophy- 
laxis of ophthalmia neonatorum was 
assessed through the use of both drops 
and ointment. The eye drops were pre- 
pared by adding 25 mg. of crystalline 
terramycin hydrochloride to 62.5 mg. of 
sodium chloride and 25 mg. of crystalline 
sodium borate already sterilized. For use 
the salts were mixed with sufficient sterile 
distilled water to give a concentration of 
5 mg. of terramycin per 100 cc. The oint- 
ment was prepared in a sterile petrolatum 
base in a strength of 1 mg. per 100 Gm. 

Female infants were used as controls 
and the eyelids were wiped with small dry 
sterile gauze pads immediately after birth. 
The eyelids of males were similarly 
cleaned and then either 2 drops of solu- 
tion or about 30 mg. of ointment was in- 
stilled into each conjunctival sac. In all 
254 males received the drops, 270 males 
received the ointment, and 523 females 
served as controls. The results were es- 
sentially the same for the treated and the 
control groups. Therefore, O’Brien con- 
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In some cases, 


kyphosis and also in ankylosing sponaviatis 
the mental and emotional condition ot the 
patient is unfavorably affected by the de- 
formity; as pain is relieved and the de- 
formity diminished, the patient’s mental 
condition is also greatly improved. 


COMMENT 


In these usually hopeless cases, to record any 
improvement whatever, the diagnosis must be 
made early and treatment begun as soon as 
possible. There is a growing body of literature 
on favourable treatment by ultrasonics when 
given slowly, carefully and adequately. Relief 
of pain, some recovery of lack of motion and 
some improvement in deformity have been re- 
ported in kyphosis and kyphoscoliosis. The 
patient has been improved subjectively with 
this gain. It will be eagerly looked forward to 
—the ultimate result of treatment in these cases. 

M.C.L.McG. 


cluded, in Lancet [1:347 (1952)] that 
terramycin is of no value in the preven- 
tion of ophthalmia neonatorum. 


Procaine Penicillin in Mastoiditis 
and as Surgical Anesthetic 


Intramuscular injections of 1,200,000 
units of procaine penicillin per day for 2 
weeks produced no appreciable effect on a 
case of secondary mastoiditis. However. 
the injection of 10,000 units per day for 3 
days into the inflamed area brought about 
complete resolution. Improvement was 
evident after the first local injection and 
4 weeks after therapy there was no recur- 
rence. 

Ruskin also reported, in Eye, Ear, Nose 
& Throat Month. [31:36 (1952)], that 
procaine penicillin appeared to be superior 
to procaine hydrochloride as a surgical 
anesthetic. He reported that postoperative 
inflammatory reaction was considerably 
less when 5,000 units per cc. procaine 
penicillin solution was used in tonsil- 
lectomy or nasal surgery than when pro- 
caine hydrochloride was used. 
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Bdited by ROBERT W. HILLMAN, M.D. 


MEDICAL BOOK NEWS 


Gastroenterology 
Peptic Ulcer. Clinical Aspects, Diagnosis, Man- 

agement. Editor, David J. Sandweiss, M.D. 

Editorial Committee, A. H. Aaron, M.D., 

Henry L. Bockus, M.D., George E. Daniels, 

M.D., George B. Eusterman, M.D., et al. 

Philadelphia, W. B. Saunders Co., [c. 1951]. 

4to. 790 pages, illustrated. Cloth, $15.00. 

(Published under the Auspices of the Amer 

ican Gastroenterological Association) 

This book is a compendium of “ulcer 
knowledge” presenting a summary of mod- 
ern thought on the subject. 

It was written by various members of 
the Gastroenterological Association and 
edited by Dr. David J. Sandweiss. The 
clinical aspects, the diagnosis, and the 
management of peptic ulcer are thorough- 
ly discussed by distinguished workers in 
this field. Though some chaff might be 
retained after this gleaning process, the 
book is still an authoritative work repre- 
senting the composite opinions of Ameri- 
can gastroenterologists on the subject of 
peptic ulcer. 

Henry F. Kramer 


Diabetes 

Le Diabéate Sucré. By Prof. Raoul Boulin. With 
the collaboration of MM. Uhry & Pierard 
2nd Edition. Paris, L'Expansion Scientifique 

Francaise, [1950]. 8vo. 12! pages, illus 

trated. 

This interesting small volume is divided 
into six chapters. These are: bronzed di- 
abetes, consideration on the causes of 
mortality in diabetic coma, diagnosis of 
diabetes mellitus, the history of hypogly- 
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cemia, hypoglycemia and trauma to the 
pancreas, the symptoms of hypoglycemia 
and globin-zinc insulin. 

In considering the causes for the high 
mortality in coma the author lists; late 
diagnonsis, lack of determination of alkali 
reserve and its implications, and small 
amounts of insulin used in therapy. How- 
ever, no mention is made of serum potas- 
sium and its significance. 

The reviewer believes this monograph 
will be stimulating to all who read it. 

TAUBMAN 


A bhacial 


A Surgeon's Guide to Local Anaesthesia. A 
Manual of Shockless Surgery. By C. E. Cor- 
lette, M.D. Baltimore, Williams & Wilkins 
Co., [c. 1948]. 8vo. 355 pages, illustrated. 
Cloth, $8.50. 

The sub-title of this book is, A Manual 
of Shockless Surgery, which, in regional 
anesthesia properly applied, means that 
the author has described all of the more 
common, and many of the uncommon, pro- 
cedures of nerve blocking in an original 
way. However, the book’s value is lim- 
ited by trying to cram too much informa- 
tion within a small volume. This results 
not in the reader learning procedures but 
rather in becoming more confused. A 
small volume of this type would be useful. 


however, in conjunction with a_ short 
course in regional anesthesia. 
F. Paut Anspro 
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Handbook of Pediatric Medical Emergencies. 
By Adolph G. DeSanctis, M.D. & Charles 
Varga, M.D. St. Louis, C. V. Mosby Co., 
[c. 1951]. 8vo. 284 pages, illustrated. Cloth, 
$5.00. 

Doctors De Sanctis, Varga, and their 
collaborators have rendered an important 
service to the general practitioner. the 
practicing pediatrician, the resident, and 
interne pediatrician by producing the 
Handbook of Pediatric Medical Emer- 
gencies. 

A short cut is given toward procuring 
the exact, detailed information needed for 
handling, with the most modern, most 
effective most of the 
catastrophes of pediatric practice. 

In large print with paragraphs well 
arranged, clearly, concisely and with ade- 
quate illustration the exact dosages and 
techniques are thoroughly described. 

The Handbook of Pediatric Medical 
Emergencies should be in every doctor's 
office, in every emergency room, and in 
every pediatric admission service. 


measures, urgent 


It is to be hoped that new editions will 
be produced as frequently as important 
new approaches to the treatment of the 
various emergencies are found. 

Kennetu G. JENNINGS 


Medical Dictionary 


The American Illustrated Medical Dictionary. 
A Complete Dictionary of the Terms Used 
in Medicine, Surgery, Dentistry, Pharmacy, 
Chemistry, Nursing, Veterinary Science, Bi- 
ology and Medical Biography with Their 


Pronunciation, Derivation and Definition. 
By Lieut.-Col. W. A. Newman Dorland, 
M.R.C., U.S.A. Editorial Board, Richard 


M. Hewitt, M.D. E.C.L. Miller, M.D. and 


Arthur H. Sanford, M.D. Contributors 
Lloyd W. Daly, Ph.D. and Austin Smith 
M.D. 22nd Edition. Philadelphia, W. 8B. 


Saunders Co., [c. 1951]. 8vo. 1,736 pages, 

illustrated. Cloth, $10.00. 

The American Illustrated Medical Dic- 
tionary, by Dorland, has expanded through 
the years, and is now quite a comprehen- 
sive volume. This is its twenty-second edi- 
tion with 720 illustrations and 48 plates. 


450 


Of the inception of the dictionary in 
1900, your reviewer cannot say anything 
about, but in approximately 1915-17 it 


All that can be 


was a good dictionary. 


. Stated at this time is, it has grown, and 


grown better, with the times. 
Joun J. Havurr 


Diabetes Mellitus 


Diabetes Mellitus, Principles and Treatment. By 
Garfield Duncan, M.D. With the Co 
aboration of Ferdinand Fetter, M.D., Perry 
S. MacNeal, M.D., Barkley Beidleman, ‘M.D 
& Martha A. Hunscher, B.S. Phila.. W. B. 
Saunders Co., [c. 1951]. 8vo. 289 pages 
illustrated. Cloth, $5.75. 


Textbooks 


tend to be expositions of the author’s own 


concerning diabetes often 
theories or own pet manner of treatment. 
This more eclectic work is an excellent 
short and well balanced textbook giving 
in a brief and practical way most of the 
information needed by a student or prac- 
titioner. 

Particularly commendable and of value 
to the practicing physician is the specific 
advice for the treatment of various types 
of diabetics, namely the obese, the thin. 
etc. without attempting to use theoretical 
confusing classifications. The author rep- 
resents the “conservative” viewpoint re- 
garding the much debated problem of 
diabetic control and insists on attaining a 
“normal physiologic state with freedom 
from hyperglycaemia, glycosuria and hy- 
perlipaemia”. In children, 
fasting blood sugars up to 150 
mgm, and post prandial blood sugars 
up to 200 mgm% with freedom from 
“major or consistent glycosuria.” 


however, he 
allows 


The section on diabetic retinopathy has 
not been brought up to date and not all 
may share the author's enthusiasm for 
vitamin B12 therapy for diabetic neuro- 
pathy. However, this is one of the better. 
practical, short textbooks 
concerning diabetes available for practie- 
ing physician and student. 

Mitton B. HANDELSMAN 


conservative 
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PROGYNON-B 


The menopausal patient with severe estrogen deficiency 


7 symptom the so-called “difficult case”— requires large 
4 doses of the natural hormone, estradiol, for ameliora- 
a tion of symptoms. ProcyNon-B™ (Estradiol Benzoate 
U.S.P.) supplies the primary ovarian hormone in 
high potency for speedy relief, Injected intra- 
muscularly, it initiates dramatic improvement 
rapidly and converts the difficult case to an 
easy one. Concentrations as high as 3.33 
mg. per cubic centimeter (200,000 
1.U.) are available for treatment of CORPOR 
these so-called “difficult: cases.” BLOOMFIELD. NEW JERSEY 


fn Canada: SUHERING CORPORATION, LTD., MONTREAL 
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MODERN 
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TEAC in Coronary Artery Disease 
of 300 to 500 mg. of 
tetraethylammonium chloride were given 
intramuscularly for a period of 3 days to 
23 patients with coronary artery disease. 
Following the initial treatment TEAC was 
given weekly 
ranging from 200 to 900 mg., according to 
Hirshleifer. Fuerst. and Frank- 
Y. St. J. Med. [52:575 


All of the patients experienced 


Initial doses 


intramuscularly — in doses 


hauser in N. 
(1952) }. 
marked relief of pain. a decrease in the 
number of attacks. and 
capacity. 

The authors felt that 
therapy offered several advantages over 
The duration of the 
effect was approximately 8 times that by 
Most of the 


following 


increased work 

intramuscular 
intravenous therapy. 
intravenous administration. 
effects 


venous therapy were not evident following 
intramuscular therapy. 


toxic observed intra- 

\ third advantage 
with intramuscular 
therapy more time would be available in 


order to 


suggested was that 


administer an antagonist and 


shock 


toward reactions occur. 


prevent irreversible should un- 


Infections in Infants and Children 
Treated with Terramycin 


Terramycin was administered to 66. in- 
fants and children in the form of a palat- 
usual dose 
of body 
weight per day in divided doses every 6 
hours for 7 days. Among 35 children with 
pneumonia 31 responded rapidly and ef- 
fectively to treatment. In 23 the tempera- 


elixir. The 
employed was 50 mg. per Ib. 


able cherry-mint 


ture returned to normal within 24 hours. 


Among the 3 patients with pneumonia 


who did not respond 2 responded to aureo- 


* 54a 


mycin and one with Friedlander’s bron- 


chopneumonia died. Then children with 
upper respiratory tract infections, 6 with 
tonsilitis, and 3 with pyuria responded 
rapidly and dramatically to treatment. 

Wolman and Holzel also reported in 
Brit. Med. J. [No. 4755:419 (1952) ] that 
11 of 12 newborn infants with purulent 
conjunctivitis responded rapidly to treat- 
ment with an ophthalmic solution contain- 
ing 25 mg. of terramycin, 62.5 mg. of 
sodium chloride, and 25 mg. of sodium 
berate in 5 cc. of distilled water. The 
remaining infant responded to strptomy- 
cin. There were no toxic reactions of any 
significance among the children’ and 
infants. 


The Role of Ascorbic Acid in 
Tyrosine Oxidation 


Previously no adequate explanation of 
the chemistry of the biological functions 
acid has been established. 
However, Sealock and Goodland reported 
in Science [114:645 (1951)] that their 


studies had shown that ascorbic acid is a 


of ascorbic 


necessary coenzyme in the metabolic Oxi- 
dation of tyrosine. They found that liver 
slices from scorbutic guinea pigs were un- 
able to oxidize tyrosine unless the crystal- 
line enzyme was added. Then the oxida- 
tion was indistinguishable from that of 
normal slices. They also found that in a 
combination of appropriate enzymes, addi- 
tives, and tyrosine the addition of ascorbic 
acid caused the oxidation of the tyrosine 
at the rate of 4 atoms of oxygen per mole 
Without the vitamin there 


They also 


found that the velocity of the oxidation is 


of tyrosine. 


was no appreciable reaction. 


dependent upon the concentration of as- 
corbie acid present. 


Therapeutic Use of Mixed 
Sulfonamides in Influenza 

Lung involvement was evident in 37 of 
223 patients with epidemic influenza. Four 
of the 37 patients had pneumonic consoli- 


Continued on page Séa 
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TOLERANCE is what makes 


Safer Iron Therapy 


Tolerance is “built in” Irocine by virtue of its unique content of the new organic molecule, 
Iron Sodium Malate.* Though it contains 25- 108% more iron per unit mass than other widely 
used iron compounds, Iron Sodium Malate renders Irocine therapy virtually free from disturbing 
side-effects. Gastric distress, constipation and diarrhea rarely occur under Irocine administration. 


Effective Therapy, too 


Potentiating factors in Irocine are Vitamin B,.» (activity equivalent to I mcg.), plus copper 
sulfate U.S.P. (4 mg.), plus desiccated liver N.F (200 mg.), plus Thiamine hydrochloride U.S.P. 
(0.17 mg.), plus Vitamin D (67 U.S.P. units). 


REED & CARNRICK: Jersey City 6,N.J. 


A Trusted Name Since l Q 60 


*Protected by U.S. Patent 2,503,781 
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Each VERTAVIS-PHEN tablet contains : 
Whole-powdered Veratrum Viride . . 130 CS.R.*Units 


Phenobarbital 
*Corotid Sinus Reflex (130 C.S.R. Units approx- 
imately equivalent to 10 Craw Units.) 


SUPPLIED: Battles of 100, 500, 1000 toblets. 
IRWIN, NEISLER & COMPANY 


DECATUR, ILLINOIS 
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dation. Eighteen of the patients with lung 
involvement but no consolidation were 
treated with 15 Gm. of a combination of 
| sulfadiazine, sulfamerazine, sulfa- 
thiazole, 750,000 units of procaine peni- 
cillin per day, 9 Gm. of chloramphenicol 
_ or with an unspecified amount of aureomy- 
| cin. Fry reported in Brit. Med. J. {Il: 
1374 (1951)] that the antibiotics did not 
seem to shorten the course of the disease. 
However, the administration of antibiotics 
to the 4 patients with pneumonic consoli- 
dation brought about a good response. 


Vitamin A Hypervitaminosis 

| A baby girl had been given approxi- 
| mately 30,000 U.S.P. units vitamin A and 
3.600 U.S.P. units vitamin D daily from 
birth to 4 months of age. From 4 to 6 
months of age, the daily dosage was in- 
creased to 80,000 units of vitamin A and 
11,000 units of vitamin D because a large 
anterior fontanel was not closing. At 6 
months of age she showed swelling of the 
lateral aspect of her right foot and marked 
craniotabes. The vitamin dosage was in- 
creased. 

Arena, Sarazen, and Baylin reported in 
Pediatrics {9:788 (1951)] that upon ad- 
mission at 6% months of age the child 
showed a plasma vitamin A level of 257 


micrograms per 100 ce. as compared with 
a normal of 30 to 60 micrograms per 100 
| ce. X-ray films showed hyperostosis of the 
right metatarsals, of inferior portions of 
both clavicles, and of the left ulna at the 
distal portion on the radial side. She was 
afebrile. 
These symptoms of hypervitaminosis A 
rapidly disappeared after all vitamin prep- 
arations were discontinued. When the 
| child was examined at 15 months of age 
| there were no evidences of abnormalities. 
Continued on page 58a 
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coves TOLAMIC .... 


[BRAND OF MEPHENESIN AND GLUTAMIC ACID HYDROCHLORIDE) 
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Cviamic Acid HERS 2 
_“Mephenesin 
(Patients responding to neither 
TOLAMIC* capsule provides: 
Mephenesin..........0.25Gm. 
Hydrochloride. . 610.25 Gm. 
failed, mephenesin should 
not be discarded @s ineffectual.” 
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Chlorophyll is Effective 
Healing Agent 

In a significant report on the healing 
rate of human skin as measured by a re- 
cording potentiometer, the value of water- 
soluble chlorophyll as a healing agent is 
again emphasized: “Dressings containing 
chlorophyll were found to give a higher 
healing index . . . than dressings contain- 
ing the ointment vehicle alone . . . .” 

According to a report in Am. J. Surg. 
[82:720 (1951)] by Barnes, Karasic and 
Amoroso, measurement of experimental 
skin abrasions by a potentiometer is far 


more precise than visual observation. This 
quantitative method for comparing healing 


= money back. 


items from one source... 


PROFESSIONAL PRINTING COMPANY, INC. 
202-208 TILLARY STREET, BROOKLYN 1, N. Y. 
Gentlemen: Send actual samples or information of 
the items checked. 


a... 
Degree 
City & State 
3-7-2 


rates is based on the observation that the 
electrical potential of human skin wounds 
declines as healing proceeds. A “healing 
differential,” which is the quantitative ex- 
pression of the action of a drug on the 
healing rate, can be determined by utiliz- 
ing this decline factor. It represents the 
difference between per cent wound po- 
tential lost per hour in test wounds and 
per cent lost in control wounds. 

In measuring the effects of various 
dressings on experimental abrasions of the 
finger tips, “two fingers were dressed with 
the drug tested and two fingers had the 
vehicle alone. The healing indices (per 
cent wound potential lost per hour) of the 
two treated fingers were averaged together 
and also the indices of the two controls. 
Thus the rate of healing of the treated 
abrasions can be compared with the rate 
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Doubly Effective 


in Pruritic Skin Disorders 


e@ AS AN ANTIHISTAMINE: 
“Phenergan compared dose for 
dose with other available anti- 
histaminic drugs proved to be the 
most efficacious and the longest- 
acting drug.” 


AS A LOCAL ANESTHETIC 
Phenergan applied topically has 
been shown to be significantly 
more potent than other antihista- 
mines,” cocaine,! or procaine.? 


INDICATED IN NONSPECIFIC AS WELL AS 


ALLERGIC PRURITUS 


CREAM 


PHENERGAN 


Hydrochloride 
Promethazine Hydrochloride 


Applications are practically invis- 
ible because the cream quickly 
disappears when gently rubbed 
on the skin, 


SUPPLIED: 
Collapsible tubes of 1.12 oz. 


PHENERGAN 


LOTION 
WITH NEOCALAMINE 


Promethazine Lotion with Neocalamine 


When drying, astringent action is 
desired. 
Blends with skin tones. 


SUPPLIED: 
Bottles of 4 fi. oz. 


1. Peshkin, M.M. et al.: Ann, Allergy 9:727, 1951. 

2. Landau, S.M. et al. J. Allergy 22:19, 1951. 

3. Code, C.F. et al.: Bull. New York Acad. Sc. 50:1177, 1950. 
4. Halpern, B.N. et al.: Compt. rend. Soc. biol. 141:1125, 1947. 
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of healing of the contrel abrasions on the 


When 


same person at the same time.” 


comparing two types of dressings, the 


were rotated from finger to 
finger in a series of experiments. In an 
extension of this study, measurement of a 
3 cm. abrasion of the forearm showed a 
similar, though slower, decline as healing 
progressed, indicating that electrical meas- 
urement is applicable to all wounds. 

Of four therapeutic agents tested, water- 
soluble chlorophyll was the only one to 
yield a positive healing differential. 

The efficacy of water-soluble chlorophyll 
was noted especially in wounds marked by 
below-average rates of tissue repair: “The 
healing effect of chlorophyll is known to 
be more pronounced on slowly healing 


lesions. 


Thiouracil Compounds in 
Ulcerative Colitis 

Thiouracil was administered orally to 
8 patients with ulcerative colitis in doses 
of 200 mg. 3 times a day. Prophylthioura- 
cil was administered to 7 similar patients 
in doses of 100 mg. 3 times a day. Treat- 
ment was necessary for 1 to 4 weeks be- 
fore any significant signs of remission 
were evident, according to Herfort and 
Livingston in V. Y. St. J. Med. [52:431 
(1952)]. All 15 of the patients showed 
improvement. In all cases improvement 
was accompanied by a decrease in the 
frequency of bowel movements, abatement 
of abdominal cramps, improvements of 
secondary anemia, and healing of mucosal 
lesions. All 9 of the patients with fever 
became afebrile. The only toxicity noted 
was transient arthralgia and periarticular 
swelling in one patient. 

The authors believe that thiouracil acts 
against ulcerative colitis by increasing the 
serum cholinesterase activity and thus 
antagonizing the effect of acetylcholine. 
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Combined Streptomycin-Tuberculin 
Therapy in Pulmonary Tuberculosis 


The addition of tuberculin desensitiza- 
tion to streptomycin therapy produces an 
increased vascularity of the tuberculous 
lesions and increased permeability of the 
involved vessels, thus, it is believed, strep- 
tomycin is able to penetrate into the 
lesions in sufficient concentration to result 
in tuberculocidal action. Jacobs and Vivas 
presented the results obtained in 24 un- 
selected cases of pulmonary tuberculosis 
in a report in U.S.A.F. Med, J. [3:15 
(1952)]. These patients were observed 
for from 2 to 4 years and in that time 19 
remained alive, 8 were apparently cured. 
8 cases were arrested. and 3 have active 
tuberculosis. Altogether more than 100 
patients have been treated with this 
therapy. There have been no untoward 
results and toxicity has been of no signifi- 
cance. General improvement was greater 
than in any series treated by streptomycin 
alone or with other agents. Relapses were 
uncommon and resistance to streptomycin 
developed in only 9 per cent of the pa- 
tients in whom the sputum remained un- 
converted. 


Sulfamylon Treatment in 
External Otitis 


Sulfamylon should be considered a valu- 
able adjunct in the treatment of either 
acute or chronic external otitis, according 
to Diehl in Arch. Otolaryngol. [55:68 
(1952)]. The author found that 29 of 
30 patients with external otitis were 
cleared following treatment with Sul- 
famylon. The ear canal was cleansed and 
then painted with alcohol. A solution of 
5 per cent Sulfamylon was then applied 
to the canal and a Sulfamylon wick in- 
serted. After 6 hours the wick was re- 
moved and then 4 drops of the solution 
were instilled every 3 hours. 

The patients were considered cured | 
when the ear was clean with no infection 
of the walls or soreness in or around the 
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auricle. The author reported that 77 per 
cent of the patients were cured in less 
than 4 days and 60 per cent in less than 
3 days. 
£ 

Valoctin in Functional 
Dysmenorrhea 

Goldstein, writing in the Pennsylvania 
Medical Journal, {54:1056 (1951)], re- 
ports on the use of Valoctin in dysmenor- 
rhea. One or two tablets of Valoctin were 
administered at the onset of distress or 
when the patient first felt discomfort. The 
dosage was repeated at intervals of from 
one to three hours, depending on the 


the 36 patients treated, more than 80 per 
cent were improved and 66 percent were 
completely relieved. From these results, it 
would seem that Valoctin may be effective 
in the relief of dysmenorrhea, and deserves 
further investigation in this field. 


Trachoma Treated with 
Sulfonamides and Antibiotics 
During the ten-year period between 
1941 and 1951, over 3500 patients with 
trachoma were treated with the following 
preparations: sulfanilamide, sulfapyridine. 
sulfathiazole, sulfathiazine, sulfacetamide 
(Albucid), Sulfamylon (4-amino-2-methy! 
benzene sulfonamide hydrochloride), 
Prontosil (diacetylaminoazotoluene ), Com- 
and 


bisul (sulfadiazine, sulfamerazine, 


sulfathiazole combination), Gantrisin (sul- 


severity of the symptoms, until relief was diethanolamine), 


fisoxazole penicillin, 


obtained or six doses had been given. Of 
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Metrorrhagia, and to aid involution of the postpartum uterus. 
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times daily—as indications warrant. 


Ethical protective mark, 
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of the cardiotonic action of aminophyl- 
line, and the sedation of phenobarbital. 
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bacitracin, streptomycin, chloramphenicol. 
aureomycin and terramycin. Some of the 
sulfonamides were used in tablet form for 
internal medication, others as drops of 
aqueous solution for instillation topically, 
and others as an ophthalmic ointment. 
The antibiotics were prepared as fresh, 
buffered, aqueous solutions and used top- 
ically only. 

Some of the sulfonamides produced 
ioxicity and others were not sufficiently 
soluble and so Gantrisin, sodium sulfaceta- 
mide, sulfadiazine ,and Combisul were 
considered best. The following regimen 
was finally accorded the preference, ac- 
cording to Siniscal in J.4.M.A. [148:637 
(1952)]: (1) local instillation every 2 
hours of Gantrisin daily as a 4.3 per cent 
solution (or sodium sulfacetamide 10 per 
cent solution) for from 10 days to 3 


Hypoglossals 
Sublingual, Buccal Tablets 


10 mgs. and 25 mgs. 


DMJ 
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weeks; (2) internal medication with oral 
Gantrisin in a dosage according to age 
and weight for 7 days; (3) coating the 
conjunctival surfaces nightly with 10 per 
cent ophthalmic ointment of Gantrisin or 
Sodium sulfacetamide during the entire 
period of treatment. 

The author concluded that the sulfona- 
mides showed specificity for the virus of 
trachoma and that they stand as the first 
therapeutic choice in the treatment of 
trachoma. The antibiotics apparently 
cause no appreciable affect on the tra- 
choma per se but are of help in clearing 
the secondary infections associated with 
the trachoma. Thus the total morbidity 
period of the disease is shortened. 


Local Terramycin Therapy in 
Tuberculous Otitis Media 

A patient hospitalized for recurrent 
pulmonary tuberculosis developed tuber- 


culous otitis media with mastoiditis. 
—Concluded on page 66a 


“Androdiol 


brand of diolostene (methylandrostenediol) 


New tissue-building steroid providing protein- 
anabolic action of androgens with minimal 


irilization. 

Exerts unique and dramatic action in effecting weight 
gain and sense of well-being in patients whose diets are 
balanced and of adequate caloric value . . . cases which 
have not responded to dietary or other specific therapy. 


MEDICAL TIMES 


Bs 
a 
ESTROGEN, 
| PROPIONATE lie sue the problem 
| 


7'2 gr. (0.5 Gm.) BLUE CAPSULES CHLORAL HYDRATE — Fellows 
lasting from five to eight hours, usually free from un- 
desirable after-effects. Pulse and respiration are slowed 

DESIRABLE SLEEP in the same manner as in normal sleep. Reflexes are not 

abolished and the patient con be reodily oroused.* 


CAPSULES HYDRATE — Fellows 


sleep, and is rarely followed by ‘hangover’. ! 
Dosage: ata or two to four 3% gr. capsules ot 
ODORLESS * NON-BARBITURATE TASTELESS 


334 gr. (0.25 Gm.) BLUE and WHITE CAPSULES CHLORAL HYDRATE — Fellows ~ 


for the patient who needs daytime a 
© DAYTIME SEDATION sedation and relaxation with complete 
comfort. 


Dosage: One 3% gr. capsule three times 2 day, 
after meals. 33 gr. 
EXCRETION — Rapid and complete, therefore no depressant ofter-effects.*: 4 


Available: Capsules CHLORAL HYDRATE — Fellows 
3% gr. bottles of 24's and 100's 
7% gr. (0.5 Gm.) Blue capsules... ...... .. . .. bottles of 50's 


Professional samples and literature on request 


2€ Christopher St., New York 14, N. Y. 


BIBLIOGRAPHY 
1. Hyman, 
2. Rebtuss, ef 
3. Goodman, L., and Gilman, & The 1951. 
4 Sellrann, T.: & Manual of Pharmacology. 7th ef. ane 


(Vol. 80, No. 7) JULY 1952 65a 


4 i ag 
OZ 
; CHLORAL HYDRATE du ype of , 
ellows pharmaceuticals since 1866 
—— 


Each VERATRITE tabule contains: 
Whole-powdered veratrum viride. .40 C.$.R* Units 
*Carotid Sinus Reflex 


SUPPLIED: Bottles of 100, 500, 1000 tebules 


 ERWIN, NEISLER & COMPANY 
2 DECATUR, ILLINOIS 


66a 


4 


i 


| MODERN THERAPEUTICS 


Concluded from page 64a 


Penicillin and streptomycin instillations 
did not check the infection. In spite of 
the fact that prior literature reports had 
seemed to indicate that terramycin was in- 
effective against the tubercle bacilli when 
given orally, Titche decided to administer 
terramycin locally. He reported in 
U.S.A.F. Med. J. [3:63 (1952)] that 50 
mg. of terramycin in 1 ce. of distilled 
water was instilled into the ear daily. In 
slightly over a month the ear was dry and 
clear and cultures for organisms were 
negative. Roentgenological examinations 
showed that the mastoiditis was also 
clearing up. 


Compression Treatment of 
Diseases of the Leg 

Four types of venous and lymphatic cir- 
culatory disturbances of a peripheral na- 
ture usually respond well to compression 
treatment. These are lymphatic edema, 
thrombophlebitis of the superficial saphen- 
ous vessels, eczema of the leg. and ulcer 
of the leg. Leibholz, writing in NV. Y. 
Phys. and Am. Med. [37:No. 4 (Nov. 
1951) | recommended that several days of 
treatment with wet compresses of Burow’s 
Solution be carried out before compression 
treatment in cases of acute eczema. He 
also recommended the use of a crude coal 
iar ointment (Daxalan), prior to com- 
pression in the treatment of eczema and 
uleers of the legs. In compression treat- 
ment the author recommended that Dome 
Paste Bandages made of calamine be ap- 
plied from the metatarsophalangeal joints 
to a point above the calf, below the cleft 
of the knee joint. Padding is necessary 
where irritation from rubbing is apt to 
occur. The advantage of compression 
treatment is that it enables the patient to 
avoid prolonged bed rest and permits him 
to work during the period of cure. 
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available in 15-cc. bottles, each with dropper. 


Ciba Pharmaceutical Products, Inc., Summit, N. J. 


Antistine Ophthalmic 


Antistine phosphate ( brand of antazoline phosphate). 


~ 
| 


A new case history with photographs 


The unique value of ‘Dexamyl’ in providing symptomatic relief 
from mental and emotional distress is clearly demonstrated in 
this case history—reported by a Philadelphia general practitioner. 


* 


Patient: R.D. (shown in photos on opposite page), age 30, 
married. "This Southern wife had only a few dominant 
symptoms: weakness, fatigue on the slightest exertion, 
pains in the lower back, and some menstrual irregularities. 
A pelvic consultation ... ruled out all gynecological 
pathology. 


"In her early visits, she displayed a haunted, fear- 
ful secretiveness. Not until I discovered the dreaded 
condition that was distressing her aid she 'let down the 
bars' and talk freely of her complaints. 


"... it was evident that something had to be done to 


_lift her out of herself; to give her physical support and 
mental emancipation. In order to gain her confidence, I 
‘had to make her feel better." 


Medical Treatment: 'Dexamyl' -—-— "12 tablets on arising 


}and one tablet at noon." 


Results: "Dexamyl relieved her anxiety and fears, thus 
‘eliminating her complaints of weakness and fatigue. 
After 2 months she voluntarily reduced the dosage and 
now takes a tablet only occasionally." 


D tabiets and elixir 


to relieve anxiety, depression and inner tension 


Each tablet contains Dexedrine* Sulfate (dextro-amphetamine sulfate, 
S.K.F.), 5 mg.; Amobarbital, Lilly, 4 gr. (32mg.). Each 5 cc. teaspoonful 
of the elixir is the dosage equivalent of one table #T.M. Reg. U.S. Pat. Ott 


Smith, Kline & French Laboratories, Ph- - 
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These unposed photographs of patient R.D. were snapped during an 
actual interview with her physician. See the opposite page for the case 
history of this patient. 
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The unique value of ‘Dexamyl’ in providing symptomatic relief 
from mental and emotional distress is clearly demonstrated in 
this case history—reported by a Philadelphia general practitioner. 
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pains in the lower back, and some menstrual irregularities. 
A pelvic consultation ... ruled out all gynecological 
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ful secretiveness. Not until I discovered the dreaded 
'condition that was distressing her did she 'let down the 

'bars' and talk freely of her complaints. 
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of the elixir is the dosage equivalent of one tablet. #T.M. Reg. U.S. Pat. Off. 
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These unposed photographs of patient R.D. were snapped during an 
actual interview with her physician. See the opposite page for the case 
history of this patient. 
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NEWS 
AND NOTES 


Control of Breast Cancer 
Best in Self-Examination 

If breast cancer is to be detected at an 
early stage in its development, it is the 
women themselves who must do it, in the 
opinion of Dr. C. D. Haagensen, of the 
Institute of Cancer Research and the de- 
partment of surgery, College of Physicians 
and Surgeons, Columbia University, New 
York. 

“In order to be reasonably certain of 
detecting breast carcinoma at an early 
stage, the breasts must, in my opinion, be 
examined at least every two months,” Dr. 
Haagensen wrote in a recent Journal of 
the A. M. A. 

“There are not enough physicians, 
enough time, or enough money to achieve 
this, even if women could be persuaded of 
the desirability of consulting physicians 
frequently for physical examination. 

“T am today firmly convinced that teach- 
ing women to examine their own breasts is 
the best hope of improving our control of 
breast carcinoma.” 

In a series of cases where breast cancer 
was detected before it had spread to the 
under-arm glands, there was a five year 
clinical cure rate of* approximately 90 
However, 
only 41.3 per cent of those patients in 


per cent, Dr. Haagensen said. 


whom cancer had spread to the under- 
arm glands were found free of cancer for 
five years. 

Women in their early 30's should be 
introduced to the subject of self-examina- 
tion by their physicians, he said. This is 
the age at which breast cancer first begins 
to have a considerable frequency, and it 
is the earliest age at which women are 


70a 


willing to give thought and attention to 
such a serious subject as the detection of 
breast cancer, he added. 

Because self-examination for breast can- 
cer may cause cancerphobia in some wo- 
men and do them more harm than good, 
Dr. Haagensen stated that physicians 
should teach the method only to “those 
of their patients whom they know well 
enough to be certain that they will be 
able to think about the problem with the 
necessary degree of detachment.” 


Rapid Strides Made in 
Emergency Medical Call Plans 


Rapid strides have been and are being 
made in the development of emergency 
medical call systems, the Council on 
Medical Service of the American Medical 
Association recently reported. 

Today, approximately 80 per cent of 
the country’s large medical societies have 
such plans, the council reported. In 1948, 
it pointed out, only about 60 medica: 
societies reported having a formal pia. 
for handling emergency and night calls. 
In 1949, the number of such plans rose 
to between 100 and 120. 

At the end of 1951, 364 emergency 
medical call systems were in operation, 
according to the council. Of the 40 medi- 
cal societies with 200 to 300 members, 
29 had such plans, while 63 of the 71 
medical societies with a membership in 
excess of 300 had such systems. 

Despite such impressive progress, the 
council urged all counties where such 
plans were not in operation to begin de 
veloping one immediately. 

“Development of an efficient emergency 
call plan is an important step any medical 
society can take toward assuring the 
public that medical care will be available 
when needed.” it stated. 

“While every county or city has real 
emergency cases, not every county medical 
society needs a formal or organized pro- 
gram for handling emergencies. 

—Continued on page 72a 
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With maturing years, interrelated nutritional deficiencies often exist. Under 
conditions of a low calorie or protein deficient diet, where a deficiency of B- 
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With only 1/10th of the calcium salts 
found in the older solutions, Calpho- 
san provides the first reliable means to 
produce a prompt increase and to 
maintain blood calcium levels, reduc- 
ing to a minimum the risk of palpable 
toxicity, metastatic calcification or 
other side effects. 


Literature and samples on request. 
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Patient Comfort 
is Prompt 


Prompt, Continued Control of Pain is one 

reason it's ““FOILLE First in First Aid’ in 

treatment of BURNS, MINOR WOUNDS, 
LACERATIONS, ABRASIONS . . . 


in offices, clinics, hospitals. 


CARBISULPHOIL COMPANY 
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“Those counties with few residents and 
few physicians may effectively rely on the 
normal physician-patient relationships in 
emergencies. In the heavily populated 
county, on the other hand, the greater 
number of physicians not only makes 


| difficult for the patient to check through 


the whole list to find one available, but 
also makes it difficult for physicians to 
make any informal arrangement for one 
of their number to be on call at all times.” 

The council warned that public neglect 
or abuse of any medical service program 
can cause its failure adding: 

“The citizens, too, have a responsibility 
in their local emergency call plan, namely, 
to use the service only when necessary. 
This should be clear to them from the out- 
set. Emergency call plans are for the 
benefit of the public and require the co- 


_ operation of the public.” 


A study of the emergency call plans 
now in operation has shown that types of 
plans vary with locality and population 
needs, according to the council's report. 

In some counties where the population 
is quite small and there are few phy- 
sicians, the only possible plan is an agree- 
ment among physicians that one of their 
number will be available at all times. 

Among other small medical societies, 
the local hospital (or hospitals) is an ac- 
ceptable agency through which emergency 
calls may be handled. In such commun- 
ities, all or nearly all of the physicians are 
staff members of the local hospital (or 
hospitals), and its switchboard provides 
the most convenient central office for re- 
ceiving calls and contacting physicians. 

In heavier populated areas, the best 
plan has been that of private telephone 
exchange switchboards, telephone answer- 
ing services, or both. 

—Continued on page 74a 
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PSORIASIS 
LESIONS 


More and more physicians are prescribing deep 
acting RIASOL to reach the deeper cutaneous 
lesions of psoriasis. Although mercury is an effec- 
tive alterative, ordinary ointments and lotions 
fail to bring this drug in actual contact with the 
deeper layers of the epidermis. 


The mercurial content of RIASOL is sapona- 
ceous, that is chemically combined with soaps. 
Like soap itself, it is detergent and penetrates the 
horny layers of the stratum corneum. This kera- 
tolytic action, combined with the alterative effect 
of saponaceous mercury, accounts in part for the 
remarkable therapeutic results obtained with 
RIASOL. 


Actual clinical tests proved that RIASOL cleared 
up or greatly improved the skin lesions of psoria- 
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clinical group. 
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ough drying. A thin invisible, economical film 
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“Medical societies have a definite fune- 
tion to perform in making sure that no 
emergency call goes unanswered,” the 
report concluded. “Individual physicians, 
of course, provide the medical service, but 
medical societies must provide for unity 
and direction of individual physician effort 
to the end that all emergency calls are 
cared for promptly. 

“Having arranged for medical care 
emergencies, it then behooves the medical 
society to publicize this program widely 
and continuously. Regardless of the type 
of emergency call program developed, the 
effort will be lost unless the public is 
aware of it and how it should be used.” 


Severity of Heart Attack, Not Age 
of Victim, Determines Outcome 


The higher mortality rate from acute 
myocardial infarction in older age groups 
is due to a greater frequency of serious 
attacks rather than to the age of the vic- 
tims, it was stated in the Journal of the 
{merican Medical Association. 

Five doctors pointed out that although 
severe attacks are commoner in older per- 
sons, the prognosis of a severe or mild 
attack appears to be unaltered by age. 


A TRULY EFFECTIVE TREATMENT 


ARTERIOSCLEROSIS 
OXYTROPIN-LIPOTROPIN 


GRADED DOSAGE METHOD 


Has been substantiated in thousands of cases 
by well-known investigators as BAS/( 
FUNDAMENTAI SAFE 1PPROACH 
Literature Supplied On Request— 
Write Dept. 
Vascular Pharmaceutical Co., Inc, 
165 West 46 St. New York City 


“The pessimism commonly revealed in 
the estimation of prognosis in any elderly 
patient with this disease is unwarranted if 
based on age alone,” it was stated. “Too 
often the persistence of such pessimism, 
even after satisfactory recovery. has con- 
demned the elderly good risk survivor to 
a nonproductive, boring existence. 

“Patients in this category, as well as 
those in younger groups, may be success- 
fully rehabilitated toward regaining a 
measure of personal. social, and economic 
independence consistent with their resi- 
dual capacity.” 

The doctors based their conclusions on 
a study ef 1,047 persons suffering from 
acute myocardial infaretion, 843 of whom 
were men, and 204 women. The age range 
was 30 to 88 years, with the mean age of 
the men 56 years. and the women 60 
years. 

The patients were divided into two 
groups: good risks and poor risks. The 
latter group included those persons who 
had suffered previous myocardial infare- 
tion, uncontrollable pain, severe degree or 
persistence of shock, significant enlarge- 
ment of the heart, gallop rhythm, con- 
gestive heart failure, and other serious 
complicating diseases. 

\ total of 331 (53.6 per cent) of the 
618 patients under 60 years of age were 
considered good risks, and 287 (46.4 per 
cent) poor risks. In comparison, only 158 
persons (36.8 per cent) of the 429 per- 
-Continued on page 76a 
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stimulating smooth tissue repair in lacerated, 
denuded, chafed, irritated, ulcerated 
tissues — often in stubborn conditions 
where other therapy fails 


Protective, soothing, healing 
Desitin Ointment is a non-irritating 
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potency vitamins A and D in 
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—Continued from page 74 


sons over 60 years were considered good 
risks, against 271 (63.2 per cent) consid- 
ered bad risks. 

The mortality rate of those under 60 
years considered good risks was 3.0 per 
cent, compared to 3.2 per cent for those 
over 60. The death rate of those under 60 
considered poor risks was 58.5 per cent, 
contrasted to 61.6 per cent over 60. 

“The analysis presented confirms pre- 
vious observations which have indicated 
that the mortality 
cardial infarction is elevated among per- 
” the doctors stated. 


rate from acute myo- 


sons past middle age, 

“It appears to show, however, that this 
increase in mortality is mainly the result 
of a higher incidence of serious attacks 


among those in the later decades of life.” 

The report was prepared by Drs. Henry 
I. Russek, Burton L. Zohman, Alexander 
Allen S. Russek and LaVere 
G. White. Drs. Doerner and White are 
associated with the cardiovascular re- 
search unit of the department of medi- 
S. Public Health Service Hospi- 
Island, N. Y. Dr. Henry I. 
Russek is from Staten Island, Dr. 
Zohman from Brooklyn, and Dr. Allen S. 
Russek from New York City. 
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Treatment of Acne Discussed 
Most 


disease of teen-agers, can be cured in a 


cases of acne, a prevalent skin 
reasonable amount of time by following 

few simple rules, in the opinion of Dr. 
Robert P. Little. 


of Quebec. Canada. 


Writing in a recent issue of Today's 
Health, published by the M. A., Dr. 
Little stressed the necessity of cleanliness 
in the treatment of the affliction. 

“Acne is the plugging of the oil glands,” 
“It is logical, then, that any 
should remove these 


he said. 
primary treatment 
plugs. The simplest way is to wash the 
aflected area thoroughly with soap and 
warm water several times a day. The 
skin should then be dried with a rough 
towel. 

“This repeated treatment will remove 
many of the blackheads and prevent the 
formation of pimples by removing the 


acne bacteria. Along with this, the hair 


and scalp should be shampooed at least 


once a week (better twice a week) with 
a good soap. 

“In men, especially, the hair should be 
kept trimmed. Everyone should keep the 
nails cut short and avoid touching the 
face with his fingers. The application of 
various creams to the skin may. at times. 
But girls with acne should 


skin often 


be beneficial. 
avoid greasy creams, which 
aggravate it.” 

Factors which may aggravate acne, Dr. 
Little pointed out, are drugs such as 
iodides and bromides; exposure to certain 
oils and tars; foods 
nuts, fish and pork: and systemic derange- 
anemia and 


such as chocolate. 


ments such as_ infections, 
emotional disturbances. 
Acne may appear alone or with other 
disturbances of the skin, he said. People 
who have an oily, greasy skin or scalp 
are more likely to suffer from acne, and, 
in such people. the disease is apt to be 


—Continued on page 78a 
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more severe than in those with a dry skin. 
Acne also occurs frequently with dandruff 
and with male-type baldness, which begins 
in adolescence. Such related disturbances 
seem to run in families, he added. 

“Simple cases of acne leave no notice- 
able sear.” he added. “Severe cases, nev- 
ertheless, may result in permanent. scar- 
ring. Even here, however. modern science 
has come to the rescue. and acne scars 
quite frequently yield to treatment by a 
doctor or dermatologist.” 


Multiple Fellowship on Orthopedic 
Appliances to be Guided by 
Committee 

According to an announcement by Dr. 
R. Weidlein, President. Mellon Insti- 
tute, Pittsburgh, Pa., the Multiple Fellow- 
ship on Orthopedic Appliances, sustained 
there by special grants from the Sarah 
Mellon Scaife Foundation, will begin its 
sixth year of activities on a materially 
broadened research and development pro- 
gram. During the five years in which the 
Fellowship has been working thus far. 
major attention has been directed at the 
many special design and fabrication prob- 
lems involved primarily in leg, arm and 
back braces. Only in the past year has 
much study been accorded to other kinds 


of mechanical aids for crippled and handi- 
capped persons, and to improvements in 
the instrument armamentarium of 
orthopedic surgeon. 

In order to guide effectively the Fellow- 
ship's investigational and developmental 
projects, which are quite unlike those of 
the average research group. a special 
Medical Advisory Committee. under the 
chairmanship of Dr. Weidlein, has been 
set up. Serving on it at present are Dr. 
William S. MeEllroy, Dean, School of 
Medicine. University of Pittsburgh, Dr. 
Paul B. Steele. Professor and Head of the 
University’s Department of Orthopedic 
Heberling. As- 


sociate Professor of Orthopedic Surgery. 


Surgery. and Dr. John 


Dr. Carl C. Yount. internationally known 
authority in orthopedics. and an Associate 
Professor of Orthopedic Surgery in the 
University and another member of the 
Committee, has accepted appointment as 
an Advisory Fellow of the Institute. to 
work closely with the staff of the Ortho- 
pedic Appliances Fellowship. Finally. Dr. 
Donald A. Covalt, of New York, N. Y.. 
and Dr. Augustus Thorndike, of Boston, 
Mass., have consented to serve on the 
Advisory Committee. Dr. Covalt is Assso- 
ciate Professor, Department of Physical 
Medicine and Rehabilitation, New York 
University College of Medicine, and Asso- 
ciate Director of the NYU-Bellevue Insti- 
tute for Physical Medicine and Rehabilita- 
tion. Dr. Thorndike is a surgical con- 


an site: and effective 
- combination in the management of skin infections 
Literature on request 


WALKER LABORATORIES, INC., VERNON, NEW YORK | 
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sultant to the Department of Medicine 
and Surgery of the Veterans Administra- 
tion, and Acting Director of the Prosthetic 
and Sensory Aids Service, V. A. 


Alcoholics Need Help 
of Industrial Medicine 

The prevention of alcoholism, rather 
than the treatment of patients in whom 
the disease has become manifest, should 
be emphasized by industrial medicine, in 
the opinion of Dr. Leo J. Wade. of the 
Esso Standard Oil Company, New York. 

In the current Archives of Industrial 
Hygiene and Occupational Medicine, pub- 
lished by the A. M. A.. Dr. Wade set 
forth two approaches to the problem of 
alcoholism which he believed should be 
encouraged by industrial medicine. 

“First, management must adopt a rea- 
sonable attitude toward the problem and 
see to it that the same sane attitudes are 
inculeated in the various foremen and 
supervisors,” he said. “The latter, in par- 
ticular, must be made to realize that 
attempts to cover up for the alcoholic 
worker will ultimately be damaging rather 
than helpful to these men. 

“It is far better to recognize the prob- 
lem early and do something about it than 
keep it hidden for years while the inevita- 
ble creeping demoralization sets in. The 
supervisors should be apprised of the 
company’s attitude toward the problem 
and the available resources for coping 
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with it. 
“Second, personnel managers can play 


an important role in the prevention of 
alcoholism. Frustration is often the end- 
result if workers are assigned to jobs 
which are either too easy or too hard 
for them. Such frustration often leads to 
excessive drinking. Similarly. a worker 
whose relations with his fellow workers 
are unfriendly tends to be maladjusted 
and may drink to overcome his short- 
comings. 

“Blind-alley jobs, with limited promo- 
tional opportunities, disagreeable work 
and low-interest jobs may drive men to 
drink. Personal problems may contribute 
to the tendency to resort to aleohol. Ade- 
quate recreational and social facilities may 
be of great help in supplying the worker 
with opportunities to relax and participate 
in social activities. Personnel officers, by 
more effective use of their techniques of 
selection, placement, training and _pro- 
motion, can reduce alcoholism within their 
organizations.” 

On the basis of a careful medical evalu- 
ation, he said, guidance can be provided 
to both employee and management in the 
handling of individual problems. Each 
medical department in industry, he added, 
should acquaint itself with the local re- 
sources for dealing with the problem. 

Authorities have called alcoholism a 
major health problem and state its eco- 
nomic costs to business and industry may 


be colossal. 
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“DRY TREATMENT’’ 


OF VAGINITIS 


Comforting to the patient, simple and clean to administer, is the “dry 
treatment’’ of vaginal leukorrnea, using— 


1. TRYCOGEN POWDER insufflation in the office; (optional) 
2. TRYCOGEN INSERTS for home treatment 


In trichomonal, monilia, or senile vaginitis, TRYCOGEN acts to destroy 


the parasitic invaders, relieve the pruritus, and restore the normal vaginal 
flora. 

TRYCOGEN presents sodium thiosulfate, thymol, oxyquinoline sulfate 
and oil of wormwood in a base of boric acid and starch. Non-irritating; 


non-staining. 
Trycogen Inserts, Boxes of 18 and 100 ¢ Trycogen Powder, 25-gram vials. Also in 8-oz. and 16-oz. containers. 


THE ALPHADEN COMPANY 


CHICAGO, ILLINOIS 
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CLASSIFIED ADVERTISEMENTS 


Advertisements under the headings listed are pub- 
lished without charge for those oerecene whose 
names appear on the MEDICAL TIMES mailing 
hst of selected general practitioners. To all others 
the rate is $3.50 per insertion for 30 words or less; 
additional words 10c each, 


WANTED FOR SALE 
Assistants Books 
Physicians Equipment 
Locations Practices 
Equipment FOR RENT 
Books MISCELLANEOUS 


CLASSIFIED ADVERTISING FORMS CLOSE 
15th of PRECEDING MONTH. If Box Number 
is desired all inquiries will be forwarded promptly. 
Classified Dept., MEDICAL TIMES, 676 Northern 
Boulevard, Great Neck, L. 1., N. Y. 


WANTED (Physicians, Assistants) 


RECENT GRADUATE with New York State 
license to assist in general practice in return for 
free office space im mid-Manhattan office. Tele 
yhone Chickering 4-4242 for appointment § with 
H. A. Coveler. 


TEACHER—Practical Nursing School. Kellogg 
grant; must be R.N.; have had teaching experience ; 
refresher course given free. Salary $300. Write 
Dr. J. P. McAlister, Box 460, Camden, Ark 


QUALIFIED INTERNIST, preferably with ned 
atrics experience, to join surgeon in modern clinic 
and hospital, privately owned. $10,000 first year. 
Excellent future, permanent. Ellhott Finger, Finger 
Chnic, Marion, 


GENERAL PRACTITIONER M.D. with experi 
ence. To work as full partner. Oklahoma. Box 
5A143, Medical Times. 


YOUNG G.P., Obstetrician, Gynecologist, Pediatri 
cian and Surgeon for four or five office group start- 
ing in Spring Lake, N. J. Write W. ¥ Wacker, 
M.D., 1224 Salem Ave., Hillsides, N. J. 


OPPORTUNITY for General Practitioner with 
surgical experience to buy into successful practice. 
California. Box 5A140, Medical Times. 


ASSOCIATE. Must be trained in surgery, ob 
stetrics and general practice. Not over 45 years 
of age. Texas. Box 5A141, Medical Times. 


WANTED (Equipment, Homes, Etc.) 


USED DICTAPHONE, Audograph or similar re 
cording device. Write Box 7B27, Medical Times. 


USED BMR apparatus. State make, price and 
condition. Write Box 7B28, Medical Times 


HOUSE. with office and living facilities in or 
around New York City wanted. Box 4E27, Medical 
limes. 


USED, bony skeleton. Reasonable cost. Write 
Charles M. Cutshaw, M D., 182 So. Plaza, Brawley, 
Calif. 

—Concluded on page 82a 
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WANTED (Miscellaneous) 


New or used copies of 1943 and 1945 Yearbook of 
Radiology. Box 5D11, Medical Times 


STAMPS, cancelled, will be greatly appreciated for 
use in missionary work e. Brunor, M.D., 362 


Riverside Drive, New York, N. ¥ 


ANTIQUES, small, medical objects, mortars and 
pestles and apothecary jars for private collection. 
Box 5D12, Medical Times 


FOR SALE (Practices) 


WELL-ESTABLISHED PRACTICE and 8-room, 
fully equipped office bldg. Nice community, good 
schools, superior hospital facilities, Pennsylvama. 
Price $21,000. Write Box 7F46, Medical Times. 


PRACTICE, well-established general practice in 
enterprising industrial city in Connecticut. Any rea- 
sonable offer or terms will be accepted. wher 


leaving July 1, 1952. Box 5F45, Medical Times. 


FOR SALE (Equipment) 


FOR SALE (Homes, Sanitaria, etc.) 


HOUSE for sale. Suitable for home and office, lo 
cated in residential section, close to schools and 
transportation. New Jersey. Phone: Kilmer 5-1978 
vw write Box E28, Medical Times. 


SMALL HOSPITAL in live town in Oklahoma 


for sale. Owner to retire. Box 3E26, Medical Times. 


HOME.-OFFICE, 9 rooms, one minute from new 
hospital Available immediately. Beautiful resi 
lential community, convemient to metropolitan area, 
S. Mason, 75 ©. Ridgewood Avenue, Ridgewood, 
N. J. 


SANBORN INSTOMATIC EKG machine for sale. 
Excellent condition. Price $250, Box 4G104, Med:- 
cal Times. 


USED Cardiotron direct writing Electrocardiogram. 
Vanol AV lens attachment. New stylus. Sox 
345107, Medical Times. 


FOR RENT 


OFFICE, fully equipped (Fluoroscope, X-Ray, 
EKG, Short Wave, BMR, etce.). Private street 
entrance at 79th Street and West End Avenue, New 
York City Call Dr. Barovick at Schuyler 4-3414 
before 10:00 a.m. or at 8 p.m. 


APARTMENT, 4-room, plus joint waiting room; 
to share with established general physician in large 
apartment house in Sheepshead Bay area, Brooklyn, 
N. . Ideal for dentist or specialist Reasonable 
rent. Write Box 7R51, Medical Times. 


URINE and URINALYSIS 


by LOUIS GERSHENFELD, P.D., Ph.M., D.Sc. 


ROMAINE PIERSON PUBLISHERS, INC. 
676 Northern Bivd., Great Neck, N. Y. 


Please send me Gershenfeld’s URINE & URINALYSIS 
Price $5.00 


Check enclosed Send C.O.D. 


urinary sediments, studies on porphyria, comp 
diagnostic methods for early pregnancy and many others. A definitely useful 
work. Use the coupon to order your copy. 

347 PAGES e@ 48 ILLUSTRATIONS e@ $5.00 


if, ide 


Nome 


City, Zone, State 


This new third edition, completely revised and up-to-date, is designed for 
use by workers in pharmacy and medical sciences. As in the previous editions, 
all aspects of urine and urinalysis are covered, but many new procedures 
have been added: more detailed consideration of microscopic studies of 
ds and new 
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excellent handbook 


for...student, intern and practitioner... 


from the review* by The Journal of the A.M.A. 


HOSPITAL STAFF AND OFFICE MANUAL 


by T. M. Larkowski,t Professor of Clinical Surgery, Stritch 
School of Medicine, Loyola University, Chicago, Ill., and A. R. 
Rosanova, Clinical Instructor, University of Illinois Medical 
School, Chicago, Ill. 


{Deceased 


% “If one has ever had the experience of being a naive substitute intern tossed 
into the maw of a busy medical ward and confronted with terrifying orders to 
7 hypodermoclyses, spinal taps, and bewildering laboratory procedures, 
e will regret that this valuable little manual was previously unavailable. 


“Tersely restricted to essentials and amply illustrated, it scans routine hospital 
techniques, laboratory procedures, electrocardiography, and radiography. It also 
outlines the specialized examination of the various anatomic systems. It can be 
recommended as an excellent handbook for the senior medical student, intern, 
and practitioner as a reminder of the essentials of medical practice."—Journal 
of the American Medical Association 


A “Complete” Medical Refresher At Your Fingertips In | Pocket-Size Edition 


This essential manual, with its 22 chapters, 428 pages and 1/50 illustrations contains the 
result-producing procedur es of the authors and their sixteen capable associates Here ar 
the time-tested, trustworthy basic principles of the clinical practice of medicine and surgery 
in all its branches. 


The text of this manual is a novel departure in that it is short at times to the point of 
abruptness. This factor, however, is inherent in the de- 
sign of the manual as the authors have purposely omitted 
the highly theoretical and concentrated instead on com- 


*Fabrikold, semi-fiex- 
ible cover, resistart 
to water, acid, mil- 


dew. 
*Fine coated paper. 


* Size x 7", 


Pacting all the essential and practical information pos- 
sible into this one handy manual. 


Contents of this Concise HOSPITAL complete, bricf, clearly written, and 
reference which the ave 

STAFF AND OFFICE MANUAL physician” of surgeon, value 

“ TA MA L 
Routine Hospital Technics Surgery and should 
Urology elerence HOSPITAL MAWAGEMENT 

Gynecol: “B h 
X-Ray Technic Obstetrics STATE MEDICAL JOURNAL 
Anesthesia Pediatrics Prevents the time tested the trustworthy, 
n 

Materia Medica Orthopedics cine and surgery in all its branches.” FLORIGA 
Sulfonamide & Antibiotic Dermatology MEDICAL JOURNAL 


Medicolegal Aspects of 


Other Reviews 


this smali volume places at the physician's 
Angertins = unbelievable amount of intormatien. 


Therapy a source on most 

0 e pre ms wit whic a physician may 

Ophthalmology find himself faced. The conception and execu- 

. reflect reat credit upon the organizing 
MEDICAL TIMES 


Practice Otolaryngology abitity ‘of the authors.’ 
Physical Medicine Neurology 
Medicine Psychiatry 


' 676 Northern Boulevard 
| Great Neck, New York 


Romaine Pierson Publishers, 


copies of Hospital Staff 


' and Office Manual at $4.95 each, for which ! enclose 


Romaine Pierson Publishers, Inc. ' Please send me 
Great Neck, Long Island, N. Y. 

| Address 


MAIL COUPON TODAY City 


MONEY BACK 


State 
NOT COMPLETELY 
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BINDER Only $4.00 postpaid 


3 or more $3.50 each 


for Binder will hold 36 different reprints Your binder 

will come complete with 5 reprints (while they last 

“REFRESHER" ARTICLES —Anemia, Brucellosis, Epidermophytoses, Ofitis 

Media and Newer Antibiotics Having Wide Anti- 
bacterial Spectra. 


These binders are specially manufactured for us 
and are not to be confused with the usual card- 
board folder binder. Made of beautiful leather 
reproduction; die stamped in gold lettering on 
front and side. These make handsome and per- 
manent additions to your library. Money promptly 
refunded if you are not completely satisfied. 


' 

| MEDICAL TIMES 

| 676 Northern Bivd. 

Great Neck, L. N. Y¥. 

enclose §.......... for .......... Binder(s) which 
1 you will send me by return mail. 
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“bloating. belching 
and indigestion” 


You can provide extraordinary relief of the 
bloating. belching and other complaints of 
many of your patients with so-called functional 


indigestion by prescribing Bilogen — a 
therapeutically designed choleretic-digestant. 
In each Bilogen tablet you'll find: Ox bile 
extract (2 grs.) to stimulate bile secretion, 


oxidized mixed ox bile acids (1% grs.) to 
flush biliary ducts, desoxycholie acid (1/2 gr.) 
to promote fat absorption, and a pancreatin 
of high digestive power (equivalent to 3%4 
grs. Pancreatin, U. S. P.) to exert enzymatic 


action. Note too that this pancreatin is given 
double protection with a special coating to 


insure its release in the intestine. The 


coordinated action of the four Bilogen 


ingredients provides natural biliary stimu- 
lation, relieves upper abdominal distress, and 
re-establishes normal functions. Bilogen is 


available in bottles of 100 and 1000 tablets. 


Organon INC. * ORANGE, N. J, 


BILOGEN 


Organon 
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